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EMLiTOR I ALS 


COMMENTS ON RECENT CALIFORNIA 
LEGISLATION 


Pure Drug Act (Assembly Bill No. 1282).— 
This measure, passed by the Assembly on May 17, 
1935, and by the Senate on June 10, did not be- 
come a law, lacking approva! by Governor Frank 
F. Merriam. A companion bill (Assembly Bill No. 
1281), known as the Pure Food Act, unfortunately 
followed a similar course. The two measures were 
sponsored by the California State Board of Health. 
A paragraph in Assembly Bill No. 1282 indicates 
some of the purposes of the Act: 


“Sec. 6. A new section is hereby added to the act 
cited in the title hereof, to be numbered 6a and to read 
as follows: 

“Sec. 6a. The advertisement in any matter or by 
any means whatever of drugs, treatments or cures of 
whatsoever nature for venereal diseases, syphilis, im- 
potency, self-abuse, cancer, tuberculosis, diabetes, heart 
trouble, is hereby forbidden; except that no advertise- 
ment within the provisions of this section shall be for- 
bidden if it is disseminated only to members of the 
medical and pharmaceutical professions or appears 
only in the scientific periodicals of these professions, 
or if it is disseminated only for the purpose of public 
health education by persons not commercially in- 
terested, directly or indirectly, in the sale of such 
drugs, treatments or cures.” 


An interesting sidelight on Assembly Bill No. 
1282 were the editorial objections thereto, printed 
in some of the leading newspapers of the State, 
presumably in response to trade influence, that is, 


of the advertising departments. One of these 
editorials we quote, that members of the medical 
profession may discern for themselves how lay 
interests seek to “educate” the public, when the 
matter of dollars and cents in their business 
threatens to become involved. The editorial is 
cleverly written, and for the average citizen, per- 
haps might have considerable appeal : 


A NUISANCE MEASURE 


“Awaiting action by Governor Merriam is a State 
‘Pure Food and Drug Act,’ Assembly Bill No. 1282, 
which should be vetoed. 

“There is supposed to be a halo of sanctity about 
such legislation passed for the protection of the public. 

“This measure, however, would give practically no 
protection which the public does not receive from 
existing laws, and it would be a nuisance both to 


+ Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comments column, 
which follows. 





178 CALIFORNIA AND WESTERN MEDICINE 


dealers in drugs and to manufacturers of drugs within 
and outside the State. 


“Trade in such highly specialized products as drugs 
and medicaments is chiefly interstate commerce, and 
should be controlled by federal, not by local laws. 


“The public is amply protected by such legislation 
as Congress passes with the advice of the United 
States Public Health Service, and State laws, even if 
they differed but slightly from federal legislation would 
bring confusion to the industry and increased cost to 
the consumer. 


“California dealers and manufacturers do not object 
to the bill because it is more drastic than existing State 
laws or the pending federal legislation, but chiefly 
because it would confuse business, be a nuisance, with- 
out accomplishing any beneficial results, and it would 
give the State Board of Health power to make trouble 
for the drug business in the State. 

“The bill should be vetoed; if Congress passes its 
new Pure Food and Drug Act, the State could dupli- 
cate that legislation if necessary, but the confusion of 
conflicting laws should be avoided.” 


* * * 


Assembly Bill No. 246: For Nonprofit Hos- 
pital Service.—This new statute was printed in 
full on page 175 of the August issue of Catt- 
FORNIA AND WESTERN MEDICINE, and at that time 
comment concerning it was made on page 107 of 
the magazine. At the session of the Council of 
the California Medical Association, to be held in 
Los Angeles on September 7, this measure is on 
the docket for special consideration. Members are 
again urged to read the law, and to send to the 
central office of the Association the names, ad- 
dresses and other information of all corporations 
organized for the purpose of operating nonprofit 
hospitals, of which they hear. As_ previously 
stated, the language of the bill is sufficiently elastic 
to permit abuses. easily to develop. Component 
county societies should, therefore, urge their mem- 
bers to notify their county and state society sec- 
retaries of every newly-formed, nonprofit hospital 
service corporation, so that such may remain un- 
der observation. The principles involved justify 
the allocation of such inspection work to a stand- 
ing or special committee of each county society. 


* * * 


Senate Bill No. 468 (Providing for Issuance 
of Instructions to Restrain Persistent Medical 
Practice Act Violators).—The dental profession 
is fortunate in securing approval of their bill, 
but it is to be regretted that a somewhat similar 
enjoining measure, intended to make stronger the 
Medical Practice Act, was not likewise approved. 
Under present-day legal procedure, in county, 
district and state courts, such a law could be of 
great value in protecting the public health. At the 
next legislative session, an earnest effort should 
be made to secure the enactment of a correspond- 
ing and much-needed statute. 


* * * 


Assembly Bill No. 1765 (Safeguarding Issu- 
ance of “Degrees, Diplomas and Certificates”). 
—This measure, referred to on page 47 of our 
July issue, was sponsored by the “League for the 
Maintenance of Professional Standards.’ For 
many years, charters for educational institutions 
have been granted by the State of California with- 


Vol. 43, No.3 


out taking into proper consideration the material 
equipment or scholastic facilities of applicants, 
with the result that the lack of adequate legal re- 
quirements has made for the creation of a pseudo- 
scholastic racket. Witness, in this connection. 
items in previous issues of CALIFORNIA 
WESTERN MEDICINE, and one, more recent, o1 
lined in this issue, in the Correspondence column 
on page 246. 

This long-needed law should be followed by ad- 
ditional legislation two years hence. 


ROLE OF PHYSICIANS IN MAJOR DISASTERS: 
A WORK FOR COMPONENT COUNTY 
SOCIETIES 


An Admirable Los Angeles Ordinance.—On 
January 6, 1934, the Los Angeles City Ordinance 
73,309 became effective ; its purpose being to pro- 
vide “a coordinating organization, and to be pre- 
pared to meet the needs of the citizens of [os 
Angeles, in the event some major physical or other 
catastrophe overtakes us.” 


Californians who were in the San Francisco 
Bay region and Long Beach disasters need not be 
told the importance of a codrdinating organiza- 
tion, possessed of power to bring order into being 
where only chaos exists, such as is in evidence 
when a severe earthquake brings about the destruc- 
tion of buildings and homes, loss of human liie, 
and the spread of disease and suffering, as well 
as other deplorable conditions. Because of such 
experiences, and because no one can foretell what 
major physical disaster may at some time befall 
thickly settled communities, it seemed wise that 
an ordinance such as is referred to above should 
have been enacted by Los Angeles, now a metro- 
politan center of more than one million population. 


* * * 


Reasons for Discussion of Major Disaster 
Needs.—For several reasons this subject is here 
called to the attention of members of the Cali- 
fornia medical profession. 


First, because in the twenty-four to forty-eight 
hours immediately following a major physical dis- 
aster in a large community, with attendant loss of 
life and injury to human beings, it is the services 
of physicians and surgeons, and their auxiliary 
aids, that are in greatest demand ; 


Secondly, medical and surgical service can be 
most efficiently rendered, if the members of the 
profession work through a centralized medical 
organization ; and 


Third, what has been accomplished to date in 
Los Angeles, under the provisions of the ordinance 
referred to above, may well be a matter for con- 
sideration in other cities of California. 


* * * 


Hospitals Exist for Analogous Emergencies. 
—In civil life, under ordinary conditions and often 
without warning, illness and injury of a serious 
nature happen to human beings. To give _ 
persons that prompt and efficient aid that wi 
make for protection of life and an early returt n 
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to useful occupations, hospitals have been estab- 
lished. Hospitals promote life-conservation, be- 
cause they have the facilities which enable physi- 
cians and surgeons to work to best advantage; 
one of the outstanding characteristics of a good 
hospital being its quiet and orderly efficiency. In 
other words, waste and duplication of haphazard 
effort are eliminated in hospitals. 


* * * 


The Value of an Organized Profession in 
Major Disasters.—In a major physical disaster 
to an entire community, such orderly system must 
obtain if the health, well-being and lives of hu- 
man beings, caught in a like catastrophe, are to 
be properly safeguarded. At such times, bewild- 
ered citizens instinctively turn to their physicians 
and spiritual advisers; and the members of the 
medical profession can render services of inesti- 
mable value and second to none if, beforehand, 
they are so organized that, in spite of the dreadful 
confusion, each physician is at a responsible post 


for needed service. 
* * * 


Excerpts from the Los Angeles “Major Dis- 
aster Ordinance.”—Because of past experiences, 
many readers will be interested in the following 
excerpts on some of the provisions of the “Or- 
dinance creating a Major Disaster Emergency 
Council and prescribing its powers and duties” : 


“Sec. 2. There is hereby created a Major Disaster 
Emergency Council, which shall consist of the Mayor 
of the City of Los Angeles, a representative of the 
Los Angeles Chamber of Commerce, a representative 
of the Los Angeles Chapter, American Red Cross, and 
all the officers and members of each of the following 
enumerated units and their subcommittees, which units 
shall perform the duties and functions imposed upon 
them by the provisions of Sec. 3, hereof, to wit: 

(a) Coérdination and Intelligence 

(b) Transportation 

(c) Communication 

(d) Personnel, American Legion 

(e) Law and Order 

(f) Fire 

(g) Water and Water Supply 

(h) Street Facilities 

(1) Medical Health and Sanitation 

(7) Necessities of Life 

(k) Shelter 

(J) Rescue 

(m) Rehabilitation 

(n) Finance. 


“Sec. 3. It shall be the duty of said Emergency 
Council to undertake to codrdinate all resources of the 
City of Los Angeles and the various citizens and said 
city, together with the resources of various corpora- 
tions, business houses and associations doing business 
in the City of Los Angeles, and by means of mutual 
cooperation and effort create a plan which would 
permit an effective and efficient method of utilizing all 
available resources and materials for relief of and the 
general welfare of the people of the City of Los An- 
geles in the event some major catastrophe, disaster, 
calamity, or cataclysm overtakes us... . 


“Sec. 4. The Mayor of the City of Los Angeles 
shall be Chairman of said Emergency Council. . . 
Che Mayor shall have the power, in his discretion, to 
declare when an emergency disaster exists, and it 
shall be the duty of the City Council of the City of 
Los Angeles to confirm and ratify the acts of the 
Mayor, acting in his capacity as Chairman of the 


Emergency Council, during the condition of emer- 
Gency. 
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“Sec. 5. Those persons acting as Chairmen of the 
Units enumerated in Section 2 hereof, after letters (a) 
to (n), inclusive, the Mayor, a representative of the 
Chamber of Commerce, and a representative of the 
American Red Cross, shall be known as ‘Emergency 
Disaster Executive Committee,’ and upon the declara- 
tion of the Mayor that an emergency exists, he shall 
forthwith establish communication between himself 
and the Executive Committee of said Council. The 
members of said Executive Committee shall be in 
charge of and direct the following divisions or units 
of the plan contemplated: 

“.. (t) Medical Health and Sanitation—The Medical 
Health and Sanitation Division shall be under and 
subject to the control of the Los Angeles Health De- 
partment, and shall have charge of and direct: 

1. Hospitalization 

. Vaccination 

. Quarantine 

. Food Inspection 

. Sanitation 

. All physicians, surgeons and nurses 

- Medical and surgical supplies 

. The Chairman of the Medical Health and Sani- 
tation Division shall organize, for the assistance and 
cooperation of the health department, all outside physi- 
cians and surgeons, nurses and hospitals. 

“Sec. 6. Each and all divisions herein above referred 
to shall be under the control and direction of a Chair- 
man, and in the absence of express declaration to the 
contrary, by a majority of the members of the Execu- 
tive Committee, and he shall do any and all acts im- 
posed upon the Division of which he is in charge. The 
Chairman, and two alternate Chairmen of each such 
Division shall be appointed by the Mayor of the City 
of Los Angeles, subject to the approval of the City 
Council, and shall hold office for life during good 
behavior; provided, however, that, should he resign or 
become disqualified to act, the vacancy created in 
such chairmanship, or alternate chairmanship, shall 
be filled by the majority of the members of the Execu- 
tive Committee.* 


“Sec. 7. In the event of the declaration of any emer- 
gency, it shall be the duty of the Mayor to notify all 
members of the Emergency Council of said declara- 
tion, and all of such members shall forthwith assemble 
at Westlake Park.” 

* * * 


The General Plan of a Major Disaster Council. 
—A perusal of the above indicates the type of 
organization under which the Major Disaster 


Council may be expected to operate. In Los 
Angeles, Mr. Basil Rice, a member of the Fire 
Department, was assigned as executive-secretary 
of the Council, and in his office have already been 
gathered all available information from the twelve 
subcommittees above mentioned, the executive 
group of each of which consists of three men, a 
chairman, a first alternate chairman and a second 
alternate chairman. Each of these subcommittees 
has made a detailed survey of all possible human 
and material resources having to do with its func- 
tions. An earthquake proof building in Westlake 
Park would be the central operating headquarters 
in an emergency, and to this place the three mem- 
bers of each subcommittee would go to institute 
needed work in certain subheadquarters or camps 
located in different zones or concentration dis- 
tricts of the city. 


*In Los Angeles the executive group for the medical 
division appointed by Mayor Frank Shaw consists of Dr. 
George Parrish, chairman; Dr. Edward Pallette, first vice- 
chairman; Dr. George H. Kress, second vice-chairman. 
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What the Medical, Health and Sanitation 
Unit Has Done.—The three members of the 
Medical, Health and Sanitation Unit or Committee 
have divided their work: one member supervising 
the organization of members of the medical pro- 
fession; another, the hospitals; and a third, the 
nursing personnel and general medical supplies. 
The medical personnel has been grouped by assem- 
bly districts, the assembly organization of the Los 
Angeles County Medical Association being util- 
ized in large part as the best basis for effective 
action. Somewhat similar information has been 
obtained concerning nurses. In the tabulated list 
of hospitals, the following information has been 
gathered: name of hospital and location; names, 
addresses and telephones of the hospital superin- 
tendent and assistant superintendent; name and 
address of the chairman of the hospital board of 
directors; name and address of hospital superin- 
tendent of nurses; list of nurses in hospital ; names 
and addresses of the attending staff chairman and 
secretary; addresses of ambulance entrances to 
hospital; nominal bed capacity; additional emer- 
gency bed capacity ; emergency equipment supplies 
in possession of the hospital ; names and addresses 
of hospital staff’s disaster committee. 

The above details are here outlined because they 
indicate how much preliminary information must 
be obtained if medical and sanitation activities are 
to be promptly and efficiently carried out in the 
event of a major physical disaster. 


* * * 


Every City Might Well Have a Major Dis- 


aster Council: County Medical Societies Should 
Help.—It would seem desirable that every city of 
considerable size in the State might well have an 
ordinance modeled somewhat after the one here 
discussed. But in the event such an ordinance is 
not adopted by a city, would it still not be a proper 
procedure for each component county medical 
society, through a Major Disaster Committee, to 
make a study of its local problems, and at least 
institute a paper organization, somewhat as out- 
lined above in so far as health, medical and sanita- 
tion work are concerned? If experience is of any 
worth, then what has occurred in some of the com- 
munities in California, in days gone by, should 
lead all who have at heart the welfare of their 
fellows, to take steps to provide all adequate medi- 
cal and other care that could be needed in a major 
disaster. Here is a work in which the component 
county medical societies of the California Medical 
Association could act as clearing houses and ren- 
der a real service to the municipalities located in 
their respective territories. Component county 
societies might well take up a consideration of this 
work when the fall meetings convene. 


SOME FACTS ABOUT PRESENT-DAY 
MEDICAL STUDENT TRENDS 
Place of the Association of American Medical 
Colleges in Medical Education.—The advance- 
ment which has taken place in recent years in the 
teaching methods of American medical schools 
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is due, in good part, to the influence exerted by 
the Association of American Medical Colleges, 
an organization antedating by some years the 
formation, in 1904, of the Council on Medical 
Education and Hospitals of the American Medical 
Association. Practically all Class A medical 
schools hold membership therein. It should in- 
terest California physicians, that their medical 
practice act for many years stipulated, as the 
basis of its scholastic standards, those of the Asso- 
ciation of American Medical Colleges (for years 
corresponding to dates of graduation), thus pre- 
venting, in that way, the medical practice law in 
its formative period from becoming frozen with 
obsolete requirements. The Association prints a 
modest bimonthly official publication, the Journal 
of the Association of American Medical Colleges, 
each number of which is replete with articles of 
importance by medical teachers. A survey of the 
contents of succeeding issues of ‘the publication 
enables one to obtain a fairly accurate estimate 
of the trend of present-day medical curricula and 
teaching methods, and the direction in which 
changes are taking place. 


* * * 


A Recent Study.—An interesting paper in 
the July, 1935, issue, for example, is the opening 
article, “Study of Applicants for Admission to 
the 1934 Freshman Class of Seventy-nine Medi- 
cal Schools,” by Dr. Fred C. Zapfe, who has been 
the association secretary for many years. The 
study is the seventh in a series of projects of 
educational researches sponsored by the Associa- 
tion. Doctor Zapfe’s eighteen-page article pre- 
sents the results obtained in an analysis of more 
than 70,000 medical student applications, as col- 
lected and compiled during seven years of careful 
investigation. Some of the facts brought out shed 
real light on the kind of preliminary education 
possessed by young people, who, during the last 
ten years, have felt an urge to take up the study 
of medicine. The manner in which they hoped 
to secure entrance into medical schools, and their 
ultimate collegiate fate are also reviewed. The 
article is written in a style that permits taking 
out parts or the whole of individual sentences 
without destroying the important facts set forth 
in the study. We accordingly present below a 
series of such selections which should be of in- 
terest to all physicians who have watched the lines 
along which American medical schools have been 
developing during the years that have elapsed, 
since the publication of the Carnegie-Flexner re- 
port of some two decades ago: 

The study has been made over a period of seven 
years, since it was begun in 1926 (the study was not 
made in 1930 nor in 1931). Nearly 200,000 cards are 
on file, representing more than 70,000 applicants, col- 
lected during seven years of investigation, The num- 
ber of applicants has increased nearly 30 per cent since 
1926, the rise being a steady one through all the years 
of the depression. 

. .. Hundreds of American students are attending 
the so-called “extramural medical schools” of Great 
Britain. They are not listed on the British medical 
students’ register, hence their credentials are not sub- 


mitted to the General Medical Council of Great 
Britain. . . 
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. There has not been any abatement in the desire 
of young men and women to become physicians. 


_,. First, there was an increase of 9 per cent in 
the number of applications made in 1934 over the 
number made in 1933, and an increase of 5.5 per cent 
in the number of applicants. 


_.. Second, the number of rejected applicants was 
14.5 per cent greater in 1934 than in 1933. ... 


Attention must be called to the fact that all 
accepted applicants do not matriculate. In 1933, only 
88 per cent (6,650) of the 7,550 applicants accepted 
were reported as having matriculated. Of the 7,419 
applicants accepted in 1934, 6,702, or 90.3 per cent, 
matriculated, the largest freshman class of all time. 


It is not possible at this time to give the reason or 
reasons why all of the accepted applicants do not 
matriculate. ... 


.. Many applicants are accepted by more than 
one medical school. . 


. One man has made seventy-two applications in 
three years, not including applications made to schools 
in Great Britain (an extramural school accepted him), 
a record of which is on file in this office. 

TABLE 2.—Data by colleges on total number of applications 
made and action thereon (men and women). 


Registered in 


School Accepted Rejected Total 1934 Class 


Medical Ev nen. 132 113 245 
Stanford . a 7 127 209 
California _ 77 161 238 
Southern California .. 56 34 90 


As for the reasons for rejection: All of the items 
listed on the card can be evaluated accurately, ex- 
cept 1-3, “class full.” The colleges were requested 
to report under this head only such applications as 
would or could have been accepted on the basis of 
scholarship if the quota had not been filled, that is, 
scholarship satisfactory, quantitatively and qualita- 
tively. Therefore, rejection for this reason cannot re- 
act detrimentally against the applicant. 

Of the total rejections, 7,839, or 26.1 per cent, of 
the total number of applications fell into this classifi- 
cation (class full)... 

. One fact is outstanding, namely, that the num- 
ber of applications made by applicants with less than 
four years of preparation (graduates and nongradu- 
ates) is steadily diminishing year by year. 

.. + The smallest number of applications accepted 
fell in the B. S. group, despite the fact that this group 
would doubtless be able to meet all the requirements, 
so far as required science subjects are concerned. 

It is evident, then, that there is not any discrimi- 
nation against those applicants who have less than 
three years of college work. The A. B. and B.S. men 
are virtually on the same footing, although the chance 
of being accepted is somewhat in favor of the A. B. 
men... . 

A check on the freshman class of 1934 as to prepa- 
ration for the study of medicine shows that only 16 
per cent had less than three years of college work; 

2 per cent had a degree. 

Apparently, women are ablaze with ambition 
in 1934 to study medicine. About 21 per cent more 
applications were made by them in 1934 (1, 034) than 
in 1933 (833), and there was the same increase in the 
number of applicants, 507 in 1933; 636 in 1934. 

Evidently the women prefer to attend a co- 
educational institution. 

Therefore, 36.3 per cent of the applicants came 
from ‘three states in which 25 per cent of the popula- 
tion of the United States resides. About 51 per cent 
of the applicants came from six states, each repre- 
sented by more than five hundred applicants. The 
population of these six states was approximately forty- 
six million, or 38 per cent of the total population of 
the United States. 

Nor is it possible to predict how many of these 
applicants will return to the state from which they 
made application. 

. However, previous studies have shown that 
» "per cent of every entering class fail to graduate. 
li all of the applicants accepted in 1934 matriculate, 


25 


EDITORIALS 181 


which is not likely, judging by past experience, 5,600 
will graduate. If, as in previous years, 12 per cent will 
not matriculate, the number of graduates in this class 
will be 5,000, far beyond the need of replacements. 


RECENT NEWSPAPER PUBLICITY ON 
PSEUDO-DOCTORS AND PSEUDO- 
SCIENTISTS 


To give space, in the official journal of the Cali- 
fornia Medical Association, to articles which, in 
August, covered many columns in California 
and eastern newspapers, on the so-called scientific 
experiments of an individual in Los Angeles who 
claimed to be able to revive animals killed by cold, 
goes somewhat against the grain. This aversion is 
more pronounced since these lay publications had 
authoritative information that no records have 
been produced to show that the alleged “‘scientist”’ 
holds the degree of doctor of medicine, but that 
further, and on the contrary, he was already even 
convicted in California of violation of the Medi- 
cal Practice Act! The whole background of the 
“researches” was far afield from standards set 
by real research workers in universities and lab- 
oratories. 

The display write-ups and photographs of the 
individual in question, and those in attendance, 
often presented on the first pages, were little less 
than nauseating to members of the medical pro- 
fession, and to that portion of the general public 
possessed of sufficient intelligence to read between 
the lines and understand the make-believe pro- 
cedures. 

Such publicity in English, French and German 
newspapers is rarely, if ever, seen, and that is why 
pseudo-scientists fail to thrive in those adv anced, 
yet more conservative countries. Here, in the 
United States, newspapers practically take the role 
of hot-house, or forcing contrivances, when they 
play up, in this spectacular manner, the activities 
of an individual such as “Dr. Ralph S. Willard” 
of Los Angeles who, as recently as May, 1933, was 
fined and sentenced to jail for violation of the 
Medical Practice Act of the State. The editors of 
our great dailies should look up the connotation 
of the terms “research worker” and “scientific 
investigator.” 

The recurrent presentation of such notoriety 
seekers, as in the example of the other pseudo- 
scientist who, last year, under SERA support, 
even insinuated himself into place on the Berkeley 
campus, presents anything but an optimistic out- 
look for the future of our lay press. What a pity 
that the great amount of space so used, to mis- 
educate large groups of readers of limited educa- 
tion, could not be given over to articles that would 
familiarize citizens with procedures in preventive 
medicine, which, if adopted, would go far in the 
conservation of health and the prolongation of life! 


Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Cali- 
fornia Medical Association and its component 
county medical societies is printed in this is- 
sue, commencing on page 232. 
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EDITORIAL COMMENT' 


DELETERIOUS EFFECTS OF “BACTERIO- 
PHAGE” THERAPY 


Immunologists are familiar with the phenom- 
enon of test-tube synergism between bacteria and 
homologous bacteriophage, the formation of a 
‘phage-bacterium complex of exalted pathogenicity 
and aggressive physiological function. Many in- 
vestigators have feared ‘that similar conjugations 
might take place in the animal body, which, under 
certain conditions, would contraindicate homolo- 
gous phage therapy. Doctors Bronfenbrenner and 
Sulkin, of Washington University Medical School, 
therefore, have rendered a valuable service to 
clinical research by devising a simple experimental 
method by means of which this fear may be tested. 

In their technique, rabbits were injected intra- 
cutaneously with an arbitrary dose of low-virulent 
staphylococci. The rate of development and dura- 
tion of the resulting local skin lesion were re- 
corded daily in untreated and ’phage-treated ani- 
mals. In their untreated controls, the local skin 
lesion reached its maximum size (2.5 square centi- 
meters) by the end of twenty-four hours, and 
decreased to about half this size by the end of 
four days, and to about a quarter of the maximum 
by the end of seven days. Spontaneous healing 
was effected by the twelfth day. 


In their hands, the rate of development, maxi- 
mum size and rate of healing of this local staphylo- 
coccus infection were not affected either favorably 
or unfavorably by the continuous application of 
compresses moistened with nutrient broth, nor 
with “bacteriophage” (1. ¢., filtered staphylococcus 
‘phage-lysate) prepared from low-virulent staphy- 
lococci. “Bacteriophage,” prepared for virulent 
staphylococci, however, markedly accelerated the 
local spread of the experimental infection, and 
almost doubled the maximum size of the local 
lesion. The ‘phage-treated lesions continued at 
about twice the control size for about eight days. 
Healing was effected by the thirteenth day. 


While their demonstration of the complete 
absence of all beneficial effects of local ’phage 
therapy are applicable only to cutaneous lesions 
treated by moist compresses, their demonstration 
of a synergistic aggressive substance in certain 
routine ’phage-lysates is presumably of wider 
clinical application. They liken this synergistic 
aggressin to the “Reynals Spreading Factor,” 
which can be isolated from certain animal tissues 
or bacterial cells. 

Whether or not it is possible for the staphylo- 
aggressin to change a relatively unimportant local 
staphylococcus infection into a fatal septicemia 
has not yet been tested. The effects of this ag- 
gressive factor on chronic local staphylococcus in- 


+ This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial 
discussions suitable for publication in this department. No 
presentations should be over five hundred words in length. 
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fections, in which ‘phage therapy is presumably 
complicated (or assisted?) by local allergic reac- 


tions, also has not yet been studied. 
P. O. Box 51. 


W. H. Manwarinc. 
Stanford Universit, 


OBSERVATIONS ON THE TREATMENT OF 
MENINGOCOCCUS MENINGITIS* 


Many methods for the treatment of mening itis 
have been promulgated in recent years, with v: 
tions in the types of serum used, and i. 
methods of their introduction. 


Some advocate giving the serum by alternatin 
lumbar puncture, with cisternal puncture. Some 
advocate through and through drainage by com- 
bining the above-named punctures, and then intr 
ducing the serum. Some advocate its use once in 
twenty-four hours ; some in twelve, etc. One clini- 
cian uses the newly marketed meningococcus anti 
toxin, the next one applies manufacturer’s 
the third still another one, and so on. 


Many practitioners never see over two or three 
cases of the disease in a lifetime of practice, and, 
naturally, when a case presents itself amidst all 
this confusion, they are more or less at sea for 
an exact and rational procedure. 


Based on several hundred cases over a decade 
of experience, during which we have constantly 
sought for better therapy, we are happy to recom- 
mend a newer line of procedure that in all types 
of cases is giving us much the best results we 
have so far been able to achieve. Having estab- 
lished the diagnosis, by staining with the standard- 
ized technique, of the Gram-negative diplococcus 
within the neutrophiles, either from a scratch 
through one of the macules on the skin, or from 
the spinal fluid obtained by lumbar puncture, the 
spinal fluid is drained off and replaced with anti- 
serum by the gravity method, to which is added 
5 cubic centimeters of fresh human serum con- 
taining complement, obtained by bleeding some 
Wassermann-negative donor. When the specific 
serum fails to flow freely and easily, no more 
is given. Concurrently, meningococcus antitoxin is 
given intravenously. The latter procedure is not 
repeated unless the hematogenous form of the 
disease predominates. 


A culture is promptly made from the spinal 
fluid, and within twenty-four hours it is tested 
in the laboratory against the various antisera sup- 
plied the market by the different manufacturers. 
Then only that brand is selected for treatment 
which agglutinates the living organisms in the 
most dilute titer, and each time it is used, 1! 
human complement is added. 

The results have been most prompt and grattiy- 
ing to both physician and patient. One may never 
predict which serum will be the one most useful, 
though one brand has been found to be of service 
far oftener than all the rest. However, where 
one has not the facilities for culture and aggluti- 
nation, a practical procedure may be obtained in 


serum, 


* Article submitted on July 19 


» 1935. 
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alternating different brands of serum at each treat- 
ment, adding the complement. Experiment in 
these cases has shown the infected spinal fluid 
contains no natural complement of its own. 


Puncture is done every eight to twelve hours or 
oftener, depending upon the pressure symptoms 
manifested by the patient. We prefer to alternate 
lumbar with cisternal. Treatment is discontinued 
when the patient seems sufficiently well; when the 
organisms disappear from the spinal fluid; and 
when the sugar content of the spinal fluid, as 
measured by drops against 5 cubic centimeters of 
test solution, again approaches normal. Over- 
treatment is very deleterious. If relapse or under- 
treatment is feared after discontinuing spinal 
therapy, the patient may be kept desensitized for 
a suitable period by giving a small dose of serum 
in the muscle every fourth day. We have ob- 
served much better results with the above pro- 
cedure in all types of cases of any severity than 
in similar cases treated by previous methods, either 
with antiserum alone, or antitoxin alone. 

1724 North Highland. 


ALBERT G. Bower, 
Hollywood, Calif. 


Air Conditioning at University of California Hospital— 
The air-conditioned room at the University of Cali- 
fornia Hospital, which seems to have solved a number 
of the problems surrounding the transmission of the 
common cold, has been made the subject of a spe- 
cial article in The Aerologist, a national publication 
devoted to air conditioning. The article describes in 
detail the attempts of the University physicians to have 
a number of selected subjects “catch cold” in the air- 
conditioned room without avail. Twenty-eight chronic 
cold sufferers were placed in the room during the 
experiment and subjected to many sure-fire methods 
of contracting their favored complaint. But none did. 
The only special treatment given them was purified 
air scientifically circulated at a constant temperature 
of 70 degrees. 


The room, with bed space for from four to six 
patients, is completely isolated from the outside atmo- 
sphere. An air lock keeps the outside air down to the 
necessary minimum, and there are other devices which 
provide for a continuity of service to patients without 
disturbing the atmospheric conditions within the room. 

The subjects treated were all males between the 
ages of twenty-one and forty-nine years, and each hav- 
ing an average of five or six colds a year. They were 
kept in the room for a sufficient period to free them 
of all traces of the ailment and then a person suffering 
trom a cold was brought in. The others were allowed 
to play cards with him, drink from the same glass, 
and do many other things to coax the cold germs into 
their own systems. At the end of the experimental 
period not one single case of cold had been transferred. 

Two representatives of the University of California, 
B. F. Raber, professor of mechanical engineering, and 
Prof. H. B. Walker of the Branch of the College of 
Agriculture at Davis, were in attendance at the Na- 
tional Homes Conference at Purdue University, where 
they reviewed the elaborate plans of that university to 
experiment with a group of ten to twenty moderately 
priced homes to be constructed on a plot of land near 
the campus. Professor Raber also spoke at the meet- 


ing on the advances being made by air conditioning 
in California. 


_.. he man who has not anything to boast of but his 
illustrious ancestors is like a potato—the only good 


belonging to him is underground.—Sir Thomas Over- 
Dury, 
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ORIGINAL ARTICLES 


THE MEDICINAL TREATMENT OF HEPATIC 
AND BILIARY DISORDERS* 


By Tuomas P. Sprunt, M.D. 
Baltimore, Maryland 


N the treatment of hepatic and biliary disorders 

by means of drugs, one may have several laud- 
able desires, namely, to relieve pain, to relieve 
or avoid stasis by emptying out the bile reser- 
voirs, to increase the bile flow for the purpose of 
cleansing the bile passages, and to disinfect or to 
inhibit bacterial growths within the bile tract. 
Obviously, varying degrees of success may he 
expected in these endeavors. In spite of the ap- 
parent apathy of most practitioners of medicine 
toward several of these aims, pharmacologists con- 
tinue to study substances that may be so employed, 
and experimental physiologists and pathologists 
occasionally remind the clinicians that they may 
profit by the new discoveries more actively and 
efficiently. 

Substances that have been used for their effect 
upon the liver and bile passages are legion. Foods 
as well as drugs are included in this category. 
The German literature of the past year contains 
many references to studies on plants, as chola- 
gogues, and many of the plants so listed are used 
also as food. Indeed, under normal conditions, 
the effect of foods constitutes one of the impor- 
tant sources of stimulation of the physiological 
processes to be discussed. Von Bergmann classi- 
fies these substances under five different headings : 
(1) Cholekinetica, means used to set in motion 
the extrahepatic biliary mechanism; (2) chole- 
retica, means used to affect the secretion of the 
liver; (3) antispasmodica, substances used to di- 
minish the heightened tonus of the smooth muscu- 
lature; (4) antineuralgica, for the relief of pain; 
and (5) antiphlogistica, to combat bacteria and 
inflammation. A glance at Table 1, modified from 
that of von Bergman, will give an idea of some 
of the materials offered for use. 


Lauda remarks that a distinction between chole- 
retics and cholekinetics is not a particularly practi- 
cal one, since most choleretics are also cholekinetics 
and most cholekinetics are also choleretics. But 
the experimental work of the past decade seems 
to lend weight to the distinction. There is no 
doubt concerning the pharmacological value of 
some of these materials, to wit, bile salts as chole- 
retics; oils, fats, peptone, and pituitrin as chole- 
kinetics; belladonna and its derivatives as anti- 
spasmodics; and the opiates as analgesics. They 
are of proved potency and of sufficiently low tox- 
icity. The stumbling-block is encountered in the 
clinical indications for their employment. 

Permit me to quote two contrasting statements. 
In the recent tenth edition of the “Textbook of 
Pharmacology and Therapeutics” by Cushny, 
thoroughly revised by Edmunds and Gunn, it is 

* Guest-speaker paper. Read before the generalmeeting 


of the California Medical Association at the sixty-fourth 
annual session, Yosemite, May 13-16, 1935. 
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TABLE 1.—Von Bergmann’s Classification 


Cholekinetica 


Antispasmodica 





Bile 


Bile acids and salts 


Dehydrocholic acid 
(decholin) 


Combinations with 
silver 
Bilival 
Choleval 
with urotropin 
Felamin 


Vegetable oils 
Fats, especially 
Egg yolk 
Cream 
Peptone 
Pituitrin 
Pilocarpin? 


Saline laxatives 
Magnesium sulphate 


Belladonna 


Atropin 


Bellafolin 


Papaverin 


Barbiturates 


Antineuralgica 


Opiates 


Morphin 
Pantopon 
Dilaudid 
Codein 
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Antiphlogistica 


_ and 
Desinficientia 


Quinin comp 
Choleval 
Urotropin 
Salicylic acid 
Pigments 
Mercurochrom: 
Trypaflavin 
Argoflavin 
Flavicid 


[Atophan 

various compounds | Hydrochloric acid in 
Tkterosan relation to cholecys- 
Leukotropin] tokinin 





remarked on page 114 that as cholagogues, bile 
acids are without rival, but that no condition is 
known in which an increase of the bile secretion 
is indicated. On the other hand, in a report of 
experimental work on the metabolism of bile 
cholesterol and bile salts, Whipple states that 
“possibly clinical treatment of abnormalities of 
the biliary system has not taken into consider- 
ation some of the facts established by experi- 
mental study of the bile. This may not be the 
place for a discussion of clinical problems, but it 
may be proper to indicate that certain cholagogues 
can be used with advantage in human cases with 
any irritation or inflammation of the biliary tree. 
Under these conditions, it is recognized that stasis 
of bile and high cholesterol concentration may 
favor the precipitation of cholesterol with sub- 
sequent building up of gall-stones. It is logical 
to assume that on occasions an active flushing of 
the biliary duct by means of some cholagogue 
might forestall the unfortunate precipitation of 
débris and cholesterol. Also bile salts, in addition 
to their active cholagogue effect, will appear in 
the bile and help to hold any excess of cholesterol 
in solution.” 

The use of these substances in diseases of the 
biliary system must be predicated upon a study 
of the physiology and of the pathology of the 
liver and bile tract, and the conception of the bile 
ducts and gall-bladder as a functional unit for 
controlling bile flow in harmony with the digestive 
processes of the alimentary canal. 


PHYSIOLOGY 


The liver, among its numerous functions, se- 
cretes or excretes bile that contains water, pig- 
ment, bile salts, cholesterin, fats and fatty acids, 
calcium and other inorganic substances. The se- 
cretion occurs at a pressure of about 30 centi- 
meters of water, and at a rate of about 1,000 to 
1,200 cubic centimeters per day. The bile ducts 
and gall-bladder contribute a small amount of 
mucus to the bile. The rate of bile secretion varies 
under different conditions, being especially active 
during periods of digestion. 

The gall-bladder, capable of holding about 50 
cubic centimeters, is, by reason of its absorptive 








and concentrative powers, an efficient reservoir 
that can care for all the bile usually secreted 
during the intervals between periods of active 
digestion. The concentrated bile, passing into the 
intestines at the beginning of intestinal digestion, 
aids in the digestive process; the bile salts ab- 
sorbed into the blood stimulate the liver to in- 
creased activity, and an adequate amount of bile 
is assured for that period of digestion. 


The mechanism by which this control of bile 
flow is brought about has been a subject of much 
controversy. Details are still uncertain, but im- 
portant phases of it are now generally accepted. 
These have to do (1) with the absorption and 
secretion by the gall-bladder wall, and (2) the 
motor functions of the gall-bladder, ducts, and 
sphincter of Oddi in the ampulla. 


The gall-bladder concentrates hepatic bile from 
four to ten times by the absorption chiefly of 
water and certain inorganic constituents. The bile 
pigments are concentrated to the greatest extent, 
the bile salts and cholesterin to a somewhat less 
degree. During the process of concentration the 
bile, which is alkaline as it leaves the liver, be- 
comes slightly acidified. 


No student has doubted that the gall- bladder is 
filled from the hepatic duct by passage of bile 
through the cystic duct, past the Heisterian valves. 
Quite a number have doubted, a few still doubt, 
that the gall-bladder empties by the same path- 
way. It seems quite definite, however, to most 
observers that this is the case. The view is based 
upon a variety of evidence, notably, direct obser- 
vation of the gall-bladder and a combined study 
by means of cholecystography and duodenal drain- 
age. It is now believed by most students also that 
the gall-bladder empties by the force of its own 
muscular contraction, and that in some way the 
time of this contraction under normal conditions 
coincides with the relaxation of the sphincter at 
the end of the common duct. Further, it seems 
probable at the present time that there may be a 
dual mechanism for the control of this process, 
a neural and a humoral one. 

Studies on the innervation of the biliary tract 
have led to highly conflicting reports. Some 
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these discrepancies may be explained by the work 
of Westphal, who noted that a weak stimulus of 
the vagus nerve causes contraction of the gall- 
bladder and relaxation of the sphincter with 
evacuation of the gall-bladder contents. A strong 
stimulus causes spasm of the gall-bladder and of 
the sphincter, and evacuation does not result. It 
is believed that the vagus is predominantly motor 
and the splanchnic inhibitory for the gall-bladder, 
while the reverse relationship obtains for the 
sphincter. The idea of reciprocal innervation or 
the “law of contrary innervation,” restated in 
1917 by Meltzer, is widely held. It is well knowa 
that certain substances placed within the duo- 
denum, namely, oils, fats, egg yolk, peptone, mag- 
nesium sulphate, result in an outpouring of gall- 
bladder bile into the duodenum. It is further 
recognized that the use of vagus stimulants hypo- 
dermically or intravenously, particularly pituitrin 
and pilocarpin, also result usually in evacuation 
of the gall-bladder. 


The concept of a humoral mechanism is based 
upon the work of Ivy and his coworkers on the 
intravenous injection of extracts of the upper 
intestinal mucosa. They were able to concentrate 
the active principle cholecystokinin, so that three 
milligrams of solid substance intravenously was 
effective in emptying the gall-bladder. They 
demonstrated the humoral nature of this excitant 
by cross-circulation experiments in animals, and by 
blood transfusion experiments in man. Ivy sum- 
marizes the results by the statement that the only 
possible interpretation of the evidence at hand is 
that a hormone mechanism is concerned in gall- 
bladder contraction and evacuation, the hormone 
being closely related to, but not identical with 
secretin. It is thought that this substance is stimu- 
lated in the duodenum by the presence of hydro- 
chloric acid. As Ivy states, the evidence would 
coincide better with other related physiological 
observations if it were shown unequivocally that 
digests of egg yolk and cream caused the hormone 
to be produced. 


As already stated, the liver secretes at a pres- 
sure of about 30 centimeters of water. The gall- 
bladder, it is thought, can exert a similar pressure, 
while the sphincteric mechanism at the junction of 
the common duct with the duodenum is capable 
of withstanding a pressure of 75 centimeters of 
water. Questions relating to this sphincter are 
of considerable interest and importance. Is there 
a definite sphincter of Oddi? Are there two defi- 
nite sphincters in the ampulla? Or is the control 
exercised merely by the contractions of the duo- 
denal muscles surrounding the duct? The evidence 
apparently indicates the presence of a definite 
sphincter. At any rate, this choledochoduodenal 
mechanism is capable by its contraction of exert- 
ing a pressure quite sufficient to prevent the evacu- 
ation of the gall-bladder, and even to affect the 
ingredients and the flow of liver bile. The sphinc- 
ter or intramural mechanism is necessary for the 
filling of the gall bladder. 


The pressure relations within the ducts are, of 


course, important in relation to their pathology, 
This reminds us of another function of the gall- 
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bladder as a pressure regulatory mechanism for 
the biliary passages. By its elasticity and distensi- 
bility, and its ability to concentrate hepatic bile 
rapidly and markedly, it is able to provide for 
the varying rate of bile formation, and for the 
possibility that bile may not be able to escape into 
the intestines. 
PATHOLOGY 


Under pathologic conditions disturbances occur 
in the formation of bile by the liver, in the ab- 
sorptive and secretory functions of the gall- 
bladder, and in the mechanisms for emptying bile 
into the duodenum. 

It is conceivable that defective formation of 
liver bile, as emphasized by Crile, may predispose 
to the formation of gall-stones as well as may the 
defective functioning of the gall-bladder. It is 
well known that with infection of the bile pas- 
sages (cholangitis) and after the relief of ob- 
struction of these passages the liver bile may be 
markedly changed with a particularly notable defi- 
ciency in the bile salts. The degree of alteration 
of the bile depends upon the extent and duration 
of the obstruction, the degree of associated in- 
fection and the presence or absence of a normally 
functioning gall-bladder. The changes are more 
marked in the presence of infection of the duct 
and in the absence of the gall-bladder when white 
bile will probably be found. More profound alter- 
ations occur in the bile with obstruction from 


stone and the associated cholangitis than in oc- 
clusion of the duct by pressure from without, as 
from a carcinoma of the head of the pancreas. 


When the gall-bladder is damaged by trauma 
or infection, changes occur in the composition of 
the gall-bladder bile. There may be merely a re- 
tardation in the rate of absorption and concentra- 
tion, but all types of perversion of function occur 
until, in the severely damaged gall-bladder, fluid 
flows into its lumen instead of being absorbed 
from it. Certain substances previously absorbed 
may be secreted into it, and materials that were 
formerly concentrated may now be absorbed. 
Such changes, of course, have to do with visuali- 
zation in cholecy stography, not only in reference 
to the nonfunctioning gall-bladder, but the he ‘patic 
bile may be actually diluted by the perverted func- 
tion of a diseased viscus. The acutely inflamed 
gall-bladder mucosa does not concentrate, nor does 
the acutely inflamed gall-bladder evacuate, but 
both the concentration and evacuation may re- 
appear after the inflammation in the gall-bladder 
has subsided. 

There is a prevailing opinion that the bile salts 
hold the cholesterol and the fat in solution. Much 
has been said about the relationship of the bile 
salts to the cholesterol, but the reports are quite 
conflicting. Whipple suggests that the fault lies 
with the chemical methods used. Ravdin and his 
associates believe that stone formation is not due 
merely to a simple mechanism like the bile salts- 
cholesterol ratio, but to a much more complicated 
one. 

As we have already noted, the evacuation of 
the gall-bladder, when stimulated, depends upon 
the tone of the sphincter mechanism of the bile 
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duct within the walls of the duodenum. This 
sphincter can resist a pressure of 75 centimeters, 
whereas the maximal expulsive pressure of the 
normal gall-bladder is about 30 centimeters. It 
has been shown in human subjects that if the 
sphincter is spastic, biliary colic may be produced 
by exciting the gall-bladder to contract. Mag- 
nesium sulphate in the duodenum will relieve the 
pain, and dark bile will be obtained. This con- 
dition, which also occurs spontaneously, has been 
called hypertonic dyskinesia by Westphal, spastic 
distention by Newman, spastic dysfunction by 
Lyon, and physiologic block by Smithies. There 
is general agreement that this functional disturb- 
ance of the emptying mechanism is responsible 
for a fair proportion of clinical cases complaining 
of gall-bladder distress. V aried emphasis is placed 
upon it as a precursor of organic disease within 
the bile passages. Westphal considers it of the 
greatest importance in this connection, while New- 
man very much doubts the relationship. Such 
spastic phenomena may be the source of symp- 
toms associated with some cases of organic dis- 
ease of the gall-bladder and ducts, and may also 
be reflexly produced by other intra-abdominal le- 
sions as, for example, appendicitis and peptic 
ulcer. Many papers have appeared on biliary dys- 
kinesia, especially in the European literature. In 
Germany the names of Aschoff, Berg, and West- 
phal are particularly associated with it, and that 
of Newman in England, and Ivy, Lyon and others 
in this country. The German school attributes 
biliary dyskinesia to abnormal autonomic innerva- 
tion. Newman and Lyon are inclined to empha- 
size the presence of constitutional factors that 
predispose to these disturbances. 


PHARMACOLOGY 


Pharmacological experiments have been made 
with many drugs and other substances that may 
affect the biliary mechanism. As stimulants to bile 
formation, bile acids and salts are much more 
effective than any other agents. Dehydrocholic 
acid or decholin occupies a most conspicuous posi- 
tion at present. It is less toxic than other bile 
salts, and Regan and Horrall secured an increase 
in bile flow, averaging about ten times the normal 
for two and a half hours. The bile began to flow 
faster within one minute after injection into the 
dogs. The length of time required for the flow 
to return to normal averaged about three and a 
half hours. The bile secretion pressure was also 
increased. According to their experiments, it 
causes an absolute increase, but a relative or per- 
centage decrease in the total solids of the bile. 
W hipple reports that decholin will increase the 
bile flow with some increase in the bile salts out- 
put, but no change in cholesterol elimination. Tab- 
lets are prepared, in doses of three and three- 
quarter grains (0.25 grams), and also ampoules 
containing a 20 per cent solution, two grams in 
10 cubic centimeters, for intravenous injection in 
man. It is said that diuresis sometimes occurs 
with this drug in cases of congestive heart failure. 
No important side effects have been reported to 
indicate that the drug is dangerous. 
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Of the ordinary foods, Whipple has shown that 
meats, including especially liver, kidneys and beef 
muscle, have a decidedly stimulating effect upon 
the output of bile salts in dogs. 

Of factors facilitating the evacuation of the 
gall-bladder (cholekinetics), certain experiments 
indicate that psychic features have some effect 
here, as they do on the gastro-intestinal tract. 

Experimental work with foods has usually been 
done by placing the substance tested in the duo- 
denum. Fats and fatty acids are definitely th: 
most active, and of these egg-yolk and cream 
occupy first place. Liquid petrolatum has no 
effect. Boyden states that one egg yolk will ini- 
tiate evacuation of the gall-bladder, and that five 
egg yolks produced the best results. 

Next to the fats come the proteins, especially 
meat, and finally the carbohydrates, which hav: 
apparently no effect. Carbohydrate seems to he 
the ideal rest nourishment for acute disturbances 
of the liver and bile passages, furnishing the pro- 
tective glycogen to the Jiver and avoiding any 
stimulation either to the liver or to the motor 
mechanism of the bile tract. 


Of the proteins, meat seems to have the most 
stimulating effect in evacuation of the gall-bladder, 
and peptone is quite effective. Egg-white and 
casein seem to have slight, if any, effect. 

Reports of experiments with magnesium sul- 
phate, the first material used by Lyon following 
Meltzer’s suggestion, have been quite variable. 
The consensus of opinion is that magnesium sul- 
phate is effective in causing evacuation of the gall- 
bladder in man, but it is not as effective as egg 
yolk, cream, or oil. Other saline laxatives, mag- 
nesium chlorid, sodium sulphate, etc., are some- 
what less effective than magnesium sulphate. 


In pharmacological experiments many drugs 
have been shown to have a definite effect upon 
the musculature of the gall-bladder. Among those 
causing contraction of the gall-bladder muscula- 
ture are pilocarpin and cholin (whose action is 
antagonized by atropin), ergotamin, histamin, 
pituitrin, chloral hydrate, strophanthin. Atropin 
produces relaxation of the gall-bladder muscle. 
Nicotin, the nitrites, have a similar action. Hous- 
say and Rubio, working with a special trans- 
planted or viviperfused gall-bladder, studied 
large number of drugs carefully, and concluded 
that sympathicomimetic drugs, especially epineph- 
rin, relax the gall-bladder wall; veratrin and eph- 
edrin are less effective. Parasympathicomimetic 
drugs—acetyl, cholin, and pilocarpin—cause con- 
traction of this musculature, while atropin abol- 
ishes their effect. However, the demonstration oi 
a definite effect upon the gall-bladder musculature 
does not establish the status of a drug as a chole- 
kinetic material. Most of the drugs mentioned 
as having a contractile effect upon the gall-bladder 
musculature, when put to the test of favoring 
bile emptying into the duodenum, failed to fulfill 
their promise. This discrepancy is due in part, 
no doubt, to their simultaneous stimulating effect 
upon the sphincter mechanism in the wall of the 
duodenum. Only pituitrin has been,shown defi- 
nitely to promote the evacuation of gall-bladder 
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bile, and this effect is less than that of egg yolk. 
Expe riments with pilocarpin and with physostig- 
min give conflicting results, the difficulty being 
attributed to the increased tone brought about by 
these drugs in the musculature of the duodenal 
wall. Atropin has little or no effect in emptying 
the gall-bladder in most pharmacologic experi- 
ments, and the same applies to histamin and to 
epinephrin. Cholecystokinin is reported to be 
highly effective, but this material is not yet avail- 
able for clinical trial. 


THERAPY 


The diagnosis of disorders of the biliary tract 
must be made from a very careful history, from 
the symptoms and signs, cholecystography, biliary 
dri ae by means of the duodenal tube, and a 
study, “of course, of the entire person of the pa- 
tient, but particularly the closely associated struc- 
tures like the liver and the stomach. 


Accuracy of diagnosis is, of course, highly im- 
portant for intelligent therapy, but you well know 
that our accuracy in details of this domain leaves 
much to be desired. 


All of the milder cases and many of the severe 
ones remain in the physician’s hands for treat- 
ment, but in such a borderline field the services 
of both physician and surgeon are desirable, and 
the patient should be seen by both as early in his 
disease as is practicable. 

In the relief of biliary symptoms, and in the 
prevention of more serious disturbances, the con- 
servative physician relies chiefly or entirely upon 
a careful dietetic and hygienic regimen, and in so 
doing he is wise; for such a plan must be the 
fundamental basis of treatment. There are times, 
however, when drugs may be of considerable value 
and we have perhaps been neglecting some of 
them. 

\cute disorders of the liver and bile passages 
give little indication for the use of drugs, with 
the exception perhaps of sedatives and analgesics. 
Rest and protection are favored by a high carbo- 
hydrate and low protein and fat diet, with the 
avoidance of stimulating foods and drugs. In this 
connection we may think of foods and drugs to- 
gether very frequently, for their action may be 
quite similar in certain instances, and indeed what 
is a food today may by concentration and extrac- 
tion be a drug tomorrow. 

In chronic diseases of the biliary system chole- 
retics may come to play an important part, less 
so in disorders of the liver than in those of the 
bile ducts. 

We may consider first the functional disorders 
of the bile tract, the so-called biliary dyskinesia, 
in which, presumably, there is no important dis- 
turbance of bile formation, but a difficulty in its 
evacuation into the duodenum. With a spastic 
sphincter and a spastic gall-bladder such as ob- 
tain in the best recognized type of dyskinesia, the 
indications are for the use of foods relaxing the 
sphincter and promoting evacuation, and the ex- 
hibi tion of drugs of the antispasmodic type. 
Newman reports ‘striking success from a diet with 
frequent feeding, four or five meals a day, with 
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a rather high fat and low carbohydrate materials. 
He uses belladonna or atropin in full physiologi- 
cal doses. It seems possible that many of us have 
treated such cases successfully without detailed 
attention to the biliary tract, for we see many 
functional nervous disorders with vagotonic fea- 
tures, including those of the gastro-intestinal tract. 
While the symptoms in some cases of biliary 
dyskinesia may point very definitely toward the 
biliary tract, others are associated merely with 
more general symptoms of gaseous indigestion 
and spastic constipation. 

Of the organic diseases of the biliary tract, 
cases of cholecystitis and cholangitis without 
stones would appear to be ideal ones for the use 
of the flushing effect of decholin in full doses. 
A markedly increased flow of dilute bile contain- 
ing some increase in the bile salts, but no increase 
in the cholesterin, would seem to offer a rational 
promise of betterment in such cases. Decholin 
may be administered by mouth in doses of four 
to six to eight tablets a day, or may be given 
intravenously, two grams once a day for three 
days in succession. The diet may be arranged at 
the same time to encourage a regular emptying 
of the gall-bladder, and this may be further en- 
couraged by the use of small doses of magnesium 
sulphate once or twice a day. European writers 
indicate a unanimous approval of the spa treat- 
ment for such cases, and in this treatment the 
saline waters play a definite part. 

In the ordinary case of cholecystitis with stones, 
with mild and recurring symptoms, many of these 
symptoms may be due to an associated cholangitis 
or to reflex motor disturbances in the bile tract. 
Such cases may be improved by treatment of the 
cholangitis by choleretics, and by the soothing 
effect of antispasmodic drugs. In the use of 
strong cholagogues, Lauda emphasizes the possi- 
ble danger of the mobilization and impaction of 
stones in the common duct. He feels that the 
usual medicaments placed in the duodenum are 
not sufficiently strong to be considered dangerous 
in this connection, and that one may also proceed 
cautiously with small doses of decholin, gradually 
increasing. 

Medical measures may be quite helpful in the 
preoperative preparation, and in the postoperative 
care of patients submitted to surgery. We have 
already noted the fact that after the relief of com- 
plete or almost complete obstruction, the liver bile 
is greatly changed and is particularly deficient in 
bile salts. The patient may already have been 
deprived of bile salts for some time. Ravdin 
and other surgeons administer to such patients 
the drainage bile through a duodenal tube. They 
might well give bile salts in addition. Another 
possible factor in such cases is a delay in recovery, 
owing to partial obstruction of the smaller intra- 
hepatic channels by inspissated bile and deébris. 
Thorlakson and McMillan have recently studied 
such cases after common-duct operations with the 
injection of iodized oil through a T tube in the 
common duct, followed by an x-ray of the entire 
biliary tract. They describe and picture very well 
the marked cholangiectasis involving the larger 
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ducts and the absence of filling of the smaller 
channels with marked improvement following re- 
peated irrigations with warm salt solution. Here 
again the flushing of these channels with a dilute 
bile should be helpful. 

A similar situation may follow primary acute 
liver injuries, and when given at the proper time 
during convalescence, decholin has been shown to 
be of great assistance in speeding the recovery. 
In both types of liver injuries, the primary form 
and that following duct obstruction, there must 
come an optimal time also when a change from 
the protective carbohydrate diet to the stimulating 
meat diet should be definitely useful. Certainly 
the change should not be made while the usual 
liver function tests remain positive nor until the 


van den Bergh reaction approaches the normal 
level. 


The condition of pregnancy bears the reputa- 
tion of being a predisposing factor in the develop- 
ment of gall-stones. The question arises, what 
may be done here in the way of prophylaxis? 
Apparently this possibly important and practical 
problem has not received the attention that it de- 
serves. It is known that mild disturbances of liver 
function occur not infrequently in the latter half 
of pregnancy. Westphal believes that the tone of 
the sphincter of Oddi is increased in pregnancy. 
Other observers report that the gall-bladder of 
the pregnant woman contracts earlier and more 
quickly after a subcutaneous injection of pitui- 
trin than that of the nonpregnant woman. There 
are reports of normal gall-bladder evacuation in 
pregnant women, and other reports emphasizing 
the difficulty of obtaining normal shadows at- 
tributing most of the variations from normal to 
technical roentgenologic difficulties. Ivy and Bergh 
state that the prevention of gall-bladder disease 
may be aided by the daily evacuation of the viscus 
by the appropriate intake of fat, particularly the 
gall-bladder that empties slowly and incompletely 
but without symptoms. Such prophylaxis should 
be a part of antipartum care. Erhart treated with 
decholin several pregnant women with gall-bladder 
attacks. He thought that the attacks were brought 
out or increased by the pregnancy. The decholin 
was given in 10 cubic centimeter doses of a 20 per 
cent solution intravenously, three or four doses 
on successive days. He considered that the attacks 
were shortened and that the drug was useful. It 
did not in any way interfere with the pregnancy, 
and in one case he felt that sudden interruption 
of the pregnancy was avoided. 


In the attempt to disinfect the biliary passages 
we encounter the difficulties inherent in all at- 
tempts at internal antisepsis. A drug that is even 
mildly effective may be entirely too toxic, espe- 
cially for an injured organ. The German clinicians 
make use of combinations of bile salts with silver, 
like choleval. Lauda, in Vienna, has found trypa- 
flavin the most potent agent, but recognizes its 
dangerous toxicity. Hurst, in England, employs 
large doses of methenamin (urotropin), giving 


similar doses of sodium bicarbonate at the same 
time to protect the kidneys. While the hepatic bile 
is alkaline, 


that of the gall-bladder is slightly 
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acid and formalin is liberated there, but it is quite 
doubtful if its concentration is sufficient for the 
purpose. Takahashi, in a recent report, compares 
the effectiveness of mercurochrome, trypaflavin 
and flavicid on Bacillus coli and staphylococcus 
in experimental work on rabbits. He states that 
flavicid is excreted from the liver in greater con- 
centration than the others, and inhibits ty v 
the multiplication of the bacteria mentioned i 
three hours. He suggests the employment of 
flavicid clinically in cases of infection of the bile 
ducts. 


In summary, we may conclude that the admira- 
ble work of many investigators of the biliary sys- 
tem during the past decade furnishes the clinician 
with data for a greatly improved dietotherapy. 
The data for pharmacotherapy are not as rich, 
but there is evidence that we may supplement th« 
dietetic hygienic regimen in many cases by the us« 
of choleretics and of antispasmodics. 

1035 North Calvert Street. 


ANISEIKONIA* * 


By K. C. Branpensurc, M.D. 
Long Beach 


Discussion by Julian N. Dow, M. D., Los Angeles; 
Otto Barkan, M. D., San Francisco; George N. Hosford, 
San Francisco. 


HOUGHTFUL ophthalmologists have long 

suspected that the conventional type of refrac- 
tion does not reveal all of the defects which in- 
terfere with comfortable vision. The prevailing 
tendency is to attribute asthenopic symptoms, 
which persist after careful testing has brought 
the monocular visual acuity to its highest point, 
to extra-ocular muscle imbalance, or to difficulties 
in the patient’s adjustment to his environment 
resulting in ocular neurosis. While this diagnosis 
is probably satisfactory in some cases, there re- 
main a number of problems not so easily solved. 


OCULAR NEUROSIS PROBLEMS 


We have, for instance, the patient without gross 
heterophoria who is definitely less comfortable 
with his refractive error carefully corrected than 
with the poorer vision achieved by discarding his 
glasses. Most of you have shared my misgivings 
on having a disgruntled patient come from some 
colleague who does careful work, with the com- 
plaint that the glasses cannot be worn after a fair 
trial. The patient’s faith in the benefits of science 
is somewhat shaken when, after a second exami- 
nation, he is told that his glasses are all right; or 
when, worse yet, a minor change is made in the 
prescription leaving the condition unimproved. 


* Read before the Eye, Ear, Nose, and Throat Section 
of the California Medical Association at the sixty-fourth 
annual session, Yosemite National Park, May 13 to 16, 1934. 


+ This paper, which you have been kind enough to allow 
me to present to you today, represents my impressions 
of this intensely interesting work on Aniseikonia, after 
a month’s visit in the Department of Research in Physio- 
logical Optics in Dartmouth Medical School at Hanover, 
New Hampshire. 


The entire credit for it must be given to Professor Ames 


and his group of collaborators, including Doctor Biel- 
schowsky, through whose help and courtesy I am enabled 
B. 


to render you this report.—K. C. 
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There is also that most embarrassing of all 
situations, the patient with definite asthenopia, 
sometimes of an incapacitating nature, who pre- 
sents, on careful examination, no refractive error 
or extra-ocular muscle imbalance, and yet knows 
definitely that his symptoms are aggravated by 
use of his eyes and relieved by rest. 


What one of us has any idea, after we have 
painstakingly brought the patient’s visual acuity 
to its highest point and find no gross extra-ocular 
muscle imbalance, whether the patient will really 
be more comfortable with his glasses, or whether 
he will become another dissatisfied drifter, going 
from refractionist to refractionist, never receiv- 
ing relief ? 

We are also faced by the painful fact that in 
our attempts to develop fusion as a part of the 
management of strabismus, the best results— 
which are none too good when checked imme- 
diately after more or less prolonged fusion train- 
ing—are even less encouraging after the training 
has been discontinued for a period of time. Many 
patients revert to their previous status. 


To those of you, who have given thought to 
this situation, the news that an additional defect 
of binocular vision has been discovered which 
can be measured and corrected, will be welcomed 
with interest. 


BIELSCHOWSKY’S OPINION 


Considerable skepticism always greets a devia- 
tion from well-beaten paths; and that you may 
not be misled by my enthusiasm, I will quote the 


recently published comment by an outstanding 
European ophthalmologist, Professor Bielschow- 
sky of Breslau, who has spent a number of months 


at Dartmouth Medical School with Professor 
Ames and his associates, who are the pioneers in 
this new development. Says he: “The Depart- 
ment of Research in Physiological Optics at Dart- 
mouth has discovered that the retinal images of 
an object very frequently are of a different size 
and shape in the two eyes.’ This fact, hitherto 
unknown, is of great importance, from not only 
the physiological but the clinical point of view. 
It has been ascertained that eyestrain, headache 
and other troubles, in many cases are caused by 
differences in the size and shape of the retinal 
images, and can be relieved or at least mitigated 
by glasses correcting that difference.* To what 
extent this defect is responsible for other ocular 
disturbances, the origin of which is obscure, is a 
problem to which the Research Department is de- 
voting itself at present.” 


AUTHOR’S OBSERVATIONS AT DARTMOUTH 


It has been my privilege to meet and question 
patients at the Dartmouth Clinic recently, who 
were wearing iseikonic corrections. Many of 
them had suffered from eye symptoms incapaci- 
tating them wholly or partly for many years. 
Others had been unable to get glasses which ren- 
dered comfortable and prolonged use of the eyes 
possible. I was greatly impressed with the relief 
which many of them claimed. One cannot help 
feeling that when the details of this new technique 


ANISEIKONIA—BRANDENBURG 189 


become perfected and its benefits made more gen- 
erally available, it will be of inestimable value in 
many cases where the origin and management of 
the disability has hitherto baffled us. 

About one thousand patients are now wearing 
the new iseikonic lenses which correct differences 
in the size and shape of the retinal images. Some 
of the data on this work was published three 
years ago.* More has been reported and will soon 
be in the literature. 


REPORT OF CASE 


Without repeating what has already been pub- 
lished on this subject, I would like to call your 
attention to a case which illustrates the signifi- 
cance of this work in connection with the problem 
of strabismus. 


This patient was presented by Doctor Biel- 
schowsky before the New England Ophthalmo- 
logical Society in January of this year at Boston, 
and the New York Academy of Medicine a month 
later. He illustrates the fundamental role played 
by aniseikonia in horror fusionis, which may be 
defined in simple terms as a condition in which 
the sensory-motor apparatus refuses to bring the 
visual axes into alignment upon a common point 
of fixation because of some defect which renders 
fusion difficult or impossible. 


Case 1.—The patient, a South American architect, 
age twenty-five, gave a history of a convergent stra- 
bismus at the age of seven, following the occlusion 
of one eye for a week after an injury to the head. 
Two years later he was given glasses and four years 
after, in 1922, both eyes were operated on. During the 
following eleven years the right eye was said to have 
been blind, although the patient was in excellent health, 
studying hard, and participating in many sports. 

In November, 1933, the patient suddenly noticed 
diplopia, which was accompanied by severe frontal and 
occipital headaches and pains in the neck, as well as 
dizziness and attacks of bilateral blindness lasting 
from ten to fifteen minutes. He was no longer able 
to work, suffered from insomnia, and lost thirty-two 
pounds. 


In April, 1934, he came to New York, where careful 
and repeated general and neurologic examinations 
revealed no pathology. Wassermann tests on the blood 
and spinal fluid were negative. Because of the diplo- 
pia the patient was subjected to further operative pro- 
cedures, involving the right superior oblique and right 
internal and external recti muscles, which resulted in 
an approximate alignment of the visual axes. The 
diplopia persisted, however, and the patient was then 
referred to another excellent ophthalmologist for 
fusion training, which proved of no avail. At the isei- 
konic clinic in New York, it was found impossible to 
obtain accurate measurements because of the diplopia. 


The patient was then referred to the Department 
of Research in Physiological Optics at Dartmouth 
Medical School, where an exhaustive preliminary ex- 
amination was made by Doctor Bielschowsky, whose 
findings in brief were that the patient had good visual 
acuity in both eyes, which were almost parallel, but 
that fusion could not be produced by any means. 
There was a paresis, either congenital or postopera- 
tive, of a number of the extra-ocular muscles together, 
with spasms of the different groups of muscles caus- 
ing the lateral, vertical, and torsional components of 
an anomalous position of the eyes. These spasms pro- 
duced intermittent and inconsistent variations in the 
alignment of the visual axes in the different fields of 
binocular fixation. The double images could be made 
to touch, or partly overlap, by means of prisms or 
the haploscope; but numerous and varied attempts 
to produce fusion failed. Because the patient had 
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squinted from childhood and diplopia had arisen only 
after the angle of squint had been considerably re- 
duced, this seemed to be a typical case of horror 
fusionis. 

Doctor Bielschowsky admitted that he could sug- 
gest nothing but a + 8.00 sphere before the left eye 
to blur the vision, and a 12-degree prism base in before 
the right eye to separate the double images. This 
relieved the diplopia, but not the headaches. 


The case was then turned over to Professor Ames 
and his associates who, after several weeks of per- 
sistent effort, involving a study of the effect of various 
size lenses on the anomalous tilting of the head, 
finally succeeded in fitting the patient with a major 
size correction which gave him, for the first time in 
his life, comfortable binocular vision with depth per- 
ception. This correction completely eliminated the 
habitual head tilting, and gave him a certain amount 
of fusion amplitude, which increased after the glasses 
had been worn for a period. After four months he 
reports that he still has complete relief. When the 
glasses are removed, however, the diplopia and other 
symptoms recur, and one can observe the same in- 
consistent and irregular spasms of the eyes prevent- 
ing alignment of the visual axes which Doctor Biel- 
schowsky demonstrated when he presented the patient 
at the two meetings previously mentioned. 


COMMENTS ON THE CASE 


In commenting on the significance of this case, 
Doctor Bielschowsky states that henceforth, in 
every case of weak or defective fusion, we shall 
be forced to look for aniseikonia as a possible 
cause of the condition. Aniseikonia seems to be 
an important etiological factor, not only because 
it may cause an inferiority of the retinal images 
and the visual acuity in one eye, but because it 
may produce a disturbance of the normal fusion 
innervation of the eyes in an effort to prevent 
the superposition of incompatible retinal images. 


What is the importance of this case in an un- 
derstanding of the problem of strabismus? 


THE FUSION PROBLEM IN NONPARALYTIC 
STRABISMUS 


The inadequate development of fusion is the 
one outstanding characteristic shared in common 
by all types of nonparalytic strabismus. If ade- 
quate fusion is present, large differences in the 
refractive condition of the two eyes and the effort 
necessary to overcome large heterophorias or 
tropias may give rise to no symptoms, as we have 
frequently observed. 

When fusion is difficult or impossible, due to 
aniseikonia or any other similarly interfering 
factor, the patient may seek adaptation by one 
of several means. 

First: He may, in order to avoid diplopia or 
discomfort and confusion, develop the central 
scotoma in one macular region which we know 
as an amblyopia ex anopsia, as well as the anoma- 
lous retinal correspondence which we sometimes 
erroneously term a false macula. 

Second: Reflex innervation of the extra-ocular 
muscles, in an attempt to avoid those same diffi- 
culties, may result in an habitual deviation of the 
visual axes from parallelism, as we observe in all 
nonparetic strabismus. 

Third: By a modification of the first two meth- 
ods, the patient may fix with either eye, while 
the other eye deviates and displays that transitory 
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functional amblyopia called suppression. This is 
the condition observed in cases of alternating 
strabismus. 

Many of the hitherto obscure and puzzling 
functional anomalies of the innervation of the 
extra-ocular muscles may be readily understood 
as being a physiological attempt at adaptation to 
a situation in which fusion is impossible or ac- 
complished only at the expense of comfort. The 
expectation that these conditions will subside 
when equalization of the size and shape of the 
images makes fusion possible, seems to be born¢ 
out as the work on aniseikonia progresses. 


A NEW CLINICAL CLASSIFICATION FOR THE 
MANAGEMENT OF STRABISMUS 


If you will grant me the perilous prerogative of 
prophecy, I will venture to outline a new clinical 
classification for the management of strabismus: 

In the first group are those cases with an 
irremediable anomalous retinal correspondence, 
which may be improved cosmetically by surgery 
if the amblyopia in one eye is sufficient to elimi- 
nate the risk of annoying diplopia. 

In the second group we may place those cases 
with a normal retinal correspondence and suffi- 
cient visual acuity in both eyes, in which it may 
be possible, by means of surgical alignment of 
the visual axes, rendering the determination and 
correction of aniseikonia practical, to restore nor- 
mal fusion with depth perception, thus attaining 
a perfect result. 

In the third group will be cases without anisei- 
konia or an anomalous retinal correspondence 
where alignment of the visual axes, by surgery 
alone, results in fusion with depth perception. 
These cases might equally well respond to fusion- 
training with some such device as the haploscope, 
but where a gross heterophoria or tropia exists, 
the adjustment of the extra-ocular muscle bal- 
ance, if it can be done judiciously and without 
interfering with the function of convergence, may 
be simpler and easier. This group should benefit 
by fusion-training following operation, although 
if no aniseikonia or similarly acting defect exists 
there is reason to believe that fusion with depth 
perception will develop spontaneously. 


In the fourth group are those cases in which 
the correction of aniseikonia alone enabling ade- 
quate fusion to develop will suffice to maintain 
parallelism of the visual axes. Horror fusionis, 
and alternating strabismus with a small angle of 
deviation, may fall under this classification. 


ANISEIKONIA AN IMPORTANT DISCOVERY 


From the foregoing I believe you will agree 
with me that the discovery of aniseikonia gives 
us a key with which we may open the door to a 
better understanding of the management of non- 
paralytic strabismus. 


Less interesting perhaps from the standpoint 
of the ophthalmologist, but more important to 
the numerous patients suffering from the less 
spectacular but frequently incapacitating symp- 
toms of aniseikonia, in its minor degrees, are the 
refraction problems to which I called your atten- 
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tion at the beginning of this paper. I will not 
take your time repeating what can be learned 
from the literature already available, and soon to 
appear. A few general facts will suffice. It is 
estimated, on the basis of the data available, that 
about 20 per cent of all patients fitted with glasses 
could be further benefited by the correction of 
aniseikonia. This same data shows that about 
three out of four patients get either complete or 
partial relief from their symptoms, the most out- 
standing of which appear to be headache, photo- 
phobia, and suppression. 


Aniseikonia may be present in the absence of 
other refractive error, or it may be produced by 
an anisometropic correction in which, plus power, 
tends to increase the size of the retinal image, and 
minus power to decrease it. Flat prisms used in 
an attempt to remedy heterophorias may produce 
aniseikonia, occasioning greater trouble than the 
heterophoria itself. The difference in the images 
is quite frequently independent of the dioptric 
correction and may even be opposite to that pro- 
duced by the correction of anisometropia. 

It is my impression that fusion amplitude, ap- 
parently dependent upon size amplitude, may 
prove to be a more important index of the proba- 
bility of comfortable and adequate vision than the 
measurement of phorias upon which we have 
sought to render judgment in the past. 


IN CONCLUSION 


There is every indication that the discovery of 
aniseikonia marks a new era in the history of the 


alleviation of human suffering by scientific means. 
It will be well to acquaint ourselves with this new 
development, which is just in its infancy, and 
follow it with the interest it deserves lest we be 


left behind in the march of progress. Its implica- 
tions, which are only now becoming apparent, 
must be revealed by further extensive clinical 
application and carefully-controlled research in 
which we, as ophthalmologists, should hasten to 
bear our part. Only a thorough knowledge of the 
unsolved problems which face us, and a willing- 
ness to inquire honestly concerning our failures, 
will prevent us from being laggard in the duty 
of offering to our patients the best that science 
has made available. 

110 Pine Avenue. 
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ANISEIKONIA—-BRANDEN BURG 


DISCUSSION 


Jutian N. Dow, M. D. (727 West Seventh Street, 
Los Angeles, California).—First, I take the liberty of 
reviewing a few facts regarding the differences of 
retinal images: 


The average size difference in normal persons, free 
of symptoms, has been found to be 0.53 of 1 per cent. 
The average size difference in patients with symptoms 
has been found to be 1.53 per cent. Professor Ames 
has stated that the relative size and shape of the 
retinal images are subject to change, but it is not 
known what the physiological functions are which 
produce those changes. The wearing of a refractive 
correction produces a change in size of the image, a 
plus lens increasing and a minus lens decreasing. 
Again the amount varies with the base curve and the 
location of the lens. A plus one biconvex sphere in 
the trial case causes a difference in size of 2.3 per cent, 
and the same correction ground on a six base curve 
causes a difference of 3.3 per cent. 


To measure aniseikonia, a special instrument to 
measure the ametropia as well as the aniseikonia has 
been designed. 


The time necessary for completion of the examina- 
tion is from one to four hours; the cost of the instru- 
ment and the cost of the correcting lens quite expen- 
sive. The correction is then worn in a majority of 
cases in the form of fit-overs and must be tried for a 
few days; then, perhaps, changes made, and _ tried 
again. 

It has been estimated that 30 per cent of the wearers 
of glasses have aniseikonia, and that 80 per cent can 
be offered relief, but I cannot help but feel that these 
figures are very high, both as to the presence of the 
size difference and as to the relief that can be afforded. 

A procedure that requires as complicated an instru- 
ment, and as intelligent and codperative a patient, and 
that deals with as sensitive a subject as size differences 
of retinal images, must have in those cases of smaller 
percentages much greater percentages of error, and 
naturally a smaller amount of relief afforded. 

From a practical standpoint, those of us practicing 
clinical ophthalmology could only expect codperation 
from the patient whose suffering has been severe and 
whose patience very great; for undoubtedly, many 
changes would have to be made before his permanent 
correction could be found. 


Then, as each change in the ametropic correction 
would be made from year to year, further exhaustive 
tests would have to be made to determine the amount 
of aniseikonia. 

Surely this cannot be accomplished in the average 
office or clinic, unless some procedure less complicated 
than that employed at present is found. 

Professor Ames and his coworkers, practicing as 
researchers, are accomplishing great results and, as 
Doctor Brandenburg has stated, will produce many 
changes in our refractive procedure and in our atti- 
tude to many phases of fusion; but I do not feel that, 
at the present time, we, as clinical ophthalmologists, 

can include thorough testing for aniseikonia in our 
refractive work. 


ard 
. 


Otto Barkan, M. D. (490 Post Street, 
cisco).—I think it is much to Doctor Brandenburg’s 
credit that he has been able to give to this section 
such a remarkably clear and simple picture of anisei- 
konia. I would like to elaborate on a few of the points 
Doctor Brandenburg has brought out, such as the 
changing of lateral phorias of as high as five prism 
degrees, and hyperphorias of one-half to one and one- 
half degrees to normal. 

The lenses used to correct large differences of re- 
fractive errors in the two eyes create induced size 
differences. Thus, for instance, a + 3.00 + 1.75 X 180 
on the right eye and an + 0.50 + 0.50 X 180 on the 
left eye theoretically induce approximately 6.22 per cent 
over all, and an addition of about 3.52 per cent in the 
ninetieth meridian in the right eye due to°an extra 
magnification of the stronger lens. The patient who 
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has size amplitude, which is analogous to fusional 
amplitude, would be perfectly comfortable with this 
correction because he could compensate for the in- 
duced size. Another patient who is sensitive to size 
changes, or in using the fusion sense as a comparison, 
having weak fusion powers, low ductions, etc., would 
not be able to compensate for induced size and, con- 
sequently, would not be relieved of his asthenopic 
symptoms by the correction; the symptoms would, 
indeed, be increased in severity by the induced anisei- 
konia. In regard to the Velez case, it is important to 
note the increases in fusional amplitude while wearing 
the iseikonic correction. After wearing the iseikonic 
lenses for three days, it required but one prism degree 
to break fusion in abduction, two degree prism to 
break it in adduction. After two months it required 
approximately six degrees to break abduction, and ten 
degrees to break adduction. The vertical ductions had 
similarly increased. Doctor Bielschowsky has pre- 
sented conclusive proof that this patient’s remarkable 
relief of symptoms, double vision, etc., was not due 
to suggestion or psychotherapy. 


Through the work of Doctor Ames and his group 
we are now in possession of a new factor in the pri- 
mary causation of strabismus. Aniseikonia makes it 
impossible to maintain comfortable binocular vision. 
The eyes deviate from parallelism in the sense of a 
flight strabismus, suspension taking place and amblyo- 
pia ex anopsia following in the deviated eye. 


There is another phase of this remarkable work 
which is being done by Doctor Ames and his group 
at Dartmouth, namely, that phase of the work which 
is in relation to cyclophoria. Cases of cyclophoria have 
up to the present often been missed or ignored. Past 
attempts to relieve by changing the axis of the cylin- 
der or by reducing its amount, orthoptic training and 
surgery on the oblique muscles, have been more or 
less unsatisfactory. 

The present eikonometer measures only aniseikonia 
at axis, 90 or 180 or over-all aniseikonia. In order to 
test for off-axis or meridional aniseikonia, Doctor 
Ames has perfected an instrument which he calls the 
tipping field, or tilting or flying field. It consists of 
two stippled ground glass plates giving an impression 
of depth. For the far tests, the plates are in the hori- 
zontal position; for the near tests, in the vertical. The 
subject is required to adjust them in what appears to 
be to him the perfect horizontal or vertical plane. 
From the position of the plates, declination or con- 
clination can be diagnosed, vertical tilt designating the 
declination and horizontal the conclination. Tilting 
forward denotes the presence of incyclophoria, tilting 
backwards the presence of excyclophoria. By means 
of a scale these can be measured to a degree. By this 
means the off-axis of an aniseikonia can be measured 
and corrected. Doctor Ames and his coworkers found 
that cyclophoria produced such a tipping field abnor- 
mality; that it can be measured and be corrected by 
proper iseikonic lenses. Cyclophoria is corrected, or 
strain relieved when aniseikonia is present, by equaliz- 
ing the image sizes in the proper meridian; or in the 
absence of aniseikonia an artificial aniseikonia is in- 
duced by iseikonic lenses with resultant reflex cyclo- 
phoria in the opposite direction of that present. 

Many cases of hitherto uncorrectable fatigue for 
near work, poor depth perception (aviators making 
poor landings), photophobias of unknown origin and 
many so-called neurasthenic patients have been com- 
pletely relieved by correcting the apparent cyclophoria 
in this way. 


ee 


Georce N. Hosrorp, M. D. (490 Post Street, San 
Francisco).—I am sure we all owe Doctor Branden- 
burg a debt of thanks for bringing to us a first-hand 
account of this new development in physiologic optics. 
I have but little patience with the criticisms leveled at 
this amazing piece of work, particularly when they 
emanate from those who have not studied it. The 
discoveries of Dr. Frank W. Weymouth and his col- 
laborators on retinal grain may prove to be the ana- 
tomic basis on which it rests. It may well be the 
unknown factor in both the etiology and treatment of 








Vol. 43, No. 3 






strabismus for which investigators have been looking 
in vain for so many years. 

We should have predicted some such development 
to account for some of the unexplained phenomena in 
ophthalmology, just as astronomers have predicted 
the presence of a new planet from mathematical cal- 
culations made before the planet was ever seen through 
the telescope. The discovery of aniseikonia, and of a 
method of correcting it with lenses, may well give us 
another means of dealing with squint, which may be 
even more important than anything yet applied to 
the problem. 


MODERN TRENDS IN ANESTHESIA* 


By Ratpu M. Tovett, M.D. 
Rochester, Minnesota 


LMOST a century has elapsed since the dis- 

covery of anesthetic agents and their applica- 
tion in clinical practice. Prior to this time the 
successful surgeon was usually a young man of 
iron nerve, who was capable of undertaking rapid 
but merciless operative procedures. Anesthesia 
opened wide vistas for successful surgical research 
and achievement. The surgeon no longer has to 
be young, daring, and ruthless; he still must have 
nimble and dextrous hands, but the guiding brain 
may be a mature one, which is influenced by a 
wealth of experience. Anesthesia has made possi- 
ble, in great degree, the remarkable development 
in surgery. Patients have come to expect relief 
of pain during surgical procedures, and they are 
becoming more and more insistent that pain be 
relieved in medical and obstetric practice as well. 


ANESTHETIC AGENTS IN OBSTETRICS 


Chloroform.—Chloroform has retained, in many 
localities, its popularity as an anesthetic agent that 
is capable of relieving, to a great extent, the pain 
that is encountered in the process of childbirth. 
This drug has been favored over ether because 
of its greater power to produce analgesia. The 
present trend is to eliminate the use of both these 
agents during labor. Patients are demanding, and 
obstetricians are putting greater stress on, the 
relief of pain that is encountered early in labor. 
It has become quite a general custom to adminis- 
ter a derivative of barbituric acid in repeated 
small doses by mouth, for example, pentobarbital 
sodium, three grains (0.20 gram) when dilatation 
of the cervix has reached two centimeters. This 
dose may be repeated as it seems advisable. Care 
must be exercised in order to avoid the occurrence 
of undue restlessness. The total dose of the bar- 
biturate may be kept minimal if morphin is ad- 
ministered in conjunction with it. Morphin, grain 
one-sixth, is frequently found beneficial, but its 
administration must be limited to the early hours 
of labor;’ otherwise the baby may be cyanotic 
and apneic at birth. 


Barbiturates——The barbiturates find their most 
effective application when they are administered 
intravenously to patients exhibiting convulsive 
seizures of eclampsia. The convulsions may b¢ 
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controlled ; the patient is provided with an interval 
of rest, during which therapeutic measures may 
be undertaken or, if it is deemed wise, operative 
delivery may be accomplished. 

Colonic Anesthesia.—Oil-ether (colonic) anes- 
thesia has been given thorough clinical trial since 
its introduction by Gwathmey and his associates * 
in 1923. Many patients have a high regard for this 
method of relieving pain, and many obstetricians 
favor its use. The method is probably best re- 
served for primiparas, or for multiparas who ex- 
perience difficult and prolonged labor. The rectal 
administration of tribromethyl alcohol (avertin ) 
has been advocated for the same type of patient, 
but general use of this drug has not become an 
established and well-recognized practice. 


Gaseous Anesthetics——For the pain of the late 
first stage and in the second stage of delivery, 
administration of gaseous anesthetics is desirable. 
Nitrous oxid and ethylene are useful and valuable, 
but, because of the problem of portability of the 
apparatus that is required, administration of these 
gases is, to a great extent, limited to patients who 
are delivered in a hospital. The new gas, cyclo- 
propane, offers advantages * over nitrous oxid and 
ethylene. It is capable of producing more satis- 
factory analgesia than nitrous oxid and ethylene, 
and the concentration of oxygen in the mixture 
is so high that there should never be any excuse 
for the presence of cyanosis. It possesses the 
same disadvantages of excessive cost as do nitrous 
oxid and ethylene, and the apparatus required for 
its administration is not readily portable. Adminis- 


tration of this gas to a patient who is undergoing 


cesarean section is well worth while. Adequate 
relaxation may be obtained without the production 
of cyanosis and without the use of ether. The 
baby cries shortly after delivery, the uterus main- 
tains adequate tone, and hemorrhage is not likely 
to be excessive. 


ANESTHETIC AGENTS IN INTERNAL MEDICINE 


Barbiturates—The barbiturates have a definite 
place in the treatment of convulsions that are 
caused by eclampsia, tetanus, meningitis, or strych- 
nin poisoning.” From 5 to 15 grains (0.3 to 1 
gram) of sodium amytal, administered intrave- 
nously, will control convulsions, conserve the 
strength of the patient, and provide the clinician 
with an interval in which to administer other 
treatment. Patients who are suffering from toxic 
psychosis may be controlled in the same way. 
Satisfactory sedation can be maintained by re- 
peated administration of the drug rectally. The 
dose that is required is smaller than that which 
is administered in the initial intravenous injection, 
and since the patient’s tolerance is known, rectal 
administration is safe. The rectal method of ad- 
ministration may be employed in cases in which 
it is feasible, or the solution can be deposited in 
the stomach through a Rehfuss tube that is intro- 
duced through the nose. If it is necessary to main- 
tain sedation for several days, considerable fever 
may develop as the result of the disease and from 
the effect of the barbiturate. Constant observation 
ior the appearance of pulmonary edema must be 


ANESTHESIA—TOVELL 193 


maintained. With these untoward symptoms in 
evidence, the barbiturate may be temporarily dis- 
continued and tribromethyl alcohol (avertin) may 
be administered instead. By raising the foot of 
the bed and by administering oxygen by means 
of a nasal catheter, the pulmonary edema may be 
controlled. Hiccough has been controlled by the 
oral administration of either sodium amytal or 
pentobarbital sodium (nembutal), supplemented 
by intermittent inhalations of carbon dioxid, 10 
per cent, and of oxygen, 90 per cent. Patients 
who have syphilis and suffer from gastric crisis 
sometimes gain relief following the intravenous 
administration of a barbiturate. The injection 
should be made slowly, because these patients fre- 
quently exhibit respiratory depression and cyano- 
sis, following the administration of as small a dose 
as 5 grains (0.3 gram) of sodium amytal. An 
individual who has delirium tremens may be given 
a barbiturate intravenously in order to produce a 
period of rest. It is advisable to give 3 milligrams 
of ephedrin with each cubic centimeter of solution 
containing 1% grains (0.097 gram) of sodium 
amytal. The amytal tends to lower the blood pres- 
sure and the ephedrin tends to offset this action. 
The anesthetist, who is experienced and familiar 
with methods of administration of the barbiturates 
and other drugs that are capable of producing 
sedation, should make an excellent consultant in 
these troublesome cases. 


The anesthetist may be of assistance to the 
clinician in making a diagnosis in certain types of 
cases. A patient may consult a physician because 
of pain in the region of the lower part of the face, 
lower jaw, and neck. The clinician is likely to 
find that the pain is atypical in type, and that it 
does not correspond to any pain that is produced 
by involvement of the fifth cranial nerve. This 
type of pain may be sympathetic in origin. In 
order to decide this point, the anesthetist may be 
called on to block the sympathetic trunk with pro- 
cain, as it passes down over the anterolateral as- 
pect of the eighth cervical, and first and second 
dorsal vertebrae. The anesthetist may be certain 
he has successfully blocked the sympathetic trunk 
if a Horner’s syndrome is obtained on that side. 
If the pain is abolished by this procedure, a 
cervicodorsal sympathectomy may be considered. 
This same method of injection may be employed 
in cases of Raynaud’s disease in which there is 
some doubt whether the desired dilatation in the 
peripheral vessels of the fingers may be obtained 
by cervicodorsal sympathectomy. A bilateral block 
of the sympathetic trunks in the region of the 
eighth cervical, and the first and second dorsal 
vertebrae, will produce a maximal rise in tempera- 
ture of the fingers to 34 or 35 degrees centigrade, 
provided there is little pathologic change in the 
peripheral vessels. Failure to obtain this rise in 
temperature of the fingers in cases in which a 
Horner’s syndrome has been produced indicates 
the presence of peripheral vascular change which 
cannot be completely overcome by cervicodorsal 
sympathectomy. Under these circumstances, com- 
plete relief of symptoms that are referable to the 
hand cannot be produced by operation. Spinal an- 
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esthesia may be induced if the same question arises 
regarding the advisability of undertaking a lumbar 
sympathectomy for relief of symptoms referable 
to the feet. By inducing spinal anesthesia in a 
case in which the patient is suffering from hyper- 
tension, one may gain an impression of the extent 
one may reduce that pressure by dividing the an- 
terior spinal roots that emerge from the sixth 
dorsal to the second lumbar vertebrae, inclusive. 
Again, it may be possible for the anesthetist to 
relieve the pain of a patient suffering from angina 
pectoris by blocking, paravertebrally, with one 
per cent solution of procain, the upper five dorsal 
nerves on the left side. If the pain is relieved by 
this procedure, 5 cubic centimeters of 95 per cent 
alcohol may be injected in the region of each nerve 
to give relief from pain for six to ten months. 
Pain in old scars in the upper part of the abdomen 
may be relieved by blocking the involved nerve 
or nerves in the intercostal groove, with procain. 
Once the offending nerve is located, alcohol may 
be injected, or a surgeon may be called to resect 
it. These are a few of the many cases in which 
the anesthetist and the clinician may cooperate, to 
the advantage of the patient. 


ANESTHESIA FOR SURGICAL PROCEDURES 


The development in the art and science of an- 
esthesia has reached the stage where the surgeon 
can expect, and can reasonably demand, a great 
deal of the anesthetist. He may expect the anes- 
thetist to know the pharmacologic action of many 
sedative and anesthetic drugs. He may expect him 
to be familiar with the methods of their adminis- 
tration. In addition, the anesthetist should be pre- 


pared to evaluate the operative risk in relation to 
the operation and several methods of producing 


anesthesia which might be used. The surgeon may 
expect advice regarding the anesthetic agents and 
methods of administration which are likely to pro- 
duce the best operative conditions, and at the same 
time assure the patient the best chance for re- 
covery. The anesthetic and method of its adminis- 
tration having been decided on, the anesthetist 
should know the proper preliminary medication to 
prescribe. During these investigations the anes- 
thetist should instill in the patient a confident out- 
look. Regional anesthesia should be instituted 
without undue pain, and general anesthesia should 
be induced pleasantly and rapidly. Irrespective 
of the site of operation, the anesthetist should be 
able to maintain anesthesia satisfactorily with the 
patient in optimal position for the surgeon, and 
in special instances he should be prepared to pro- 
vide positive pressure during thoracotomy or quiet 
breathing for difficult operations which involve 
structures in the upper part of the abdomen. The 
surgeon should be able to depend on his anesthe- 
tist’s evaluation of the patient’s condition through- 
out the operation. The anesthetist should know 
the accepted methods for preventing, delaying or 
treating untoward reaction, whether it be surgical 
shock, respiratory arrest, or circulatory depression. 
In some surgical organizations, it is the anesthe- 
tist’s responsibility to administer saline, dextrose, 
or acacia intravenously, and to administer blood 
transfusions. In any case, the anesthetist should 
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be in a position to institute remedial measur: 
promptly. The anesthetist should visit the patient 
in the immediate postoperative period and shou! 
be prepared to institute intravenous medication or 
oxygen therapy, and to maintain proper sedation. 
Thus, the modern anesthetist can aid the surgeo: 
in many ways. ' 

The present trend in anesthesia is toward care- 
ful selection of the proper anesthetic agent o- 
combination of agents and, after that selection h: 
been made, toward securing optimal results fron 
their administration. The trend has led to a diver 
sification in anesthetic agents and methods of their 
administration. Chloroform for surgical anes- 
thesia is rapidly passing from the scene. Substi 
tutes for ether are being introduced. New methoc 
of administration are being developed constantly 
and old methods are being refined. Although the 
majority of patients can be anesthetized satisfac- 
torily by the use of ordinary anesthetic agents and 
methods, there is an advantage in using special 
agents and methods in about 35 per cent of th 
cases, 


Avertin, — Tribromethyl alcohol (avertin) was 
introduced in Germany in 1926.!* It is used as a 
substitute for Gwathmey’s oil-ether preparation 
in rectal anesthesia. Originally, complete surgical 
anesthesia was attempted, but a dose large enough 
to produce this result was found to be unsafe. 
Experience has taught that the use of this agent 
is best limited to the production of basal anes- 
thesia, the intention being to reinforce its effect 
with a gas, small amounts of ether being added 
if necessary. 

Rectal administration is not a convenient method, 
and particular care must be taken in preparation 
of the enema containing tribromethyl alcohol. In 
the presence of pulmonary tuberculosis with cavi- 
tation, disease of the liver, and lesions of the large 
intestine, administration of this agent per rectum 
is contraindicated. In the main, results obtained 
with tribromethyl alcohol have been good. Pa- 
tients choose the method if they have ever had 
any experience with it. ; 

There are other methods, however, which seem 
to give equally good results. In view of the fact 
that deaths have been reported, following th¢ 
administration of even relatively small doses oi 
tribromethyl alcohol, other methods are to be pre- 
ferred. In preparing patients for surgical anes 
thesia, fear and apprehension are allayed follow- 
ing the administration of a barbiturate in smal! 
doses. For example, 1% grains (0.1 gram) of 
pentobarbital sodium may be administered the 
night before operation, and this dose may be re- 
peated when the patient awakes in the morning 
About forty-five minutes before the operation. 
1/6 grain (0.01 gram) of morphin and 1/150 
grain (0.0004 gram) of atropin may be adminis- 
tered hypodermically. At this time, a capsule con- 
taining 1% grain (0.1 gram) of pentobarbital 
sodium may be administered if further sedation 
is necessary. 

Evipal Soluble. — Within recent years, search 
for a short-acting barbiturate has proved success- 
ful. One of the newest derivatives to be given 
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clinical trial in this country is known as evipal 
soluble.£ Another preparation, which is not yet 
on the market, is designated by the manufacturer 
as No. 8064. It is considerably more potent than 
is evipal soluble. Satisfactory anesthesia for short 
operations has been produced by the intravenous 
injection of a 10 per cent solution of either evipal 
soluble or No. 8064. No more than 15 grains of 
either of these agents should be administered at 
one time. Either of these anesthetizing solutions 
should be injected at the rate of one cubic centi- 
meter in fifteen seconds, until light general an- 
esthesia is produced. Usually, not more than two 
cubic centimeters of either of these solutions is 
required to produce this effect. Injection is then 
halted until the patient shows some evidence of 
reaction, when the injection is resumed at a re- 
duced rate; a small amount is administered inter- 
mittently to maintain anesthesia at the desired 
level. Like other barbiturates, evipal soluble is 
capable of depressing the activity of the respira- 
tory center. The dose should be regulated entirely 
by the effect produced, rather than on any basis 
of milligrams per kilogram of body weight. 


Evipal soluble and allied derivatives of the bar- 
bituric acid series have produced satisfactory an- 
esthesia for short operations, such as incision of 
abscesses, extraction of one or two teeth, enu- 
cleation of an eye, puncture of the tympanum, 
spinal puncture for diagnosis, cystoscopic exami- 
nation, or for the removal of packs from painful 
wounds, These drugs appear to produce anes- 
thesia which is satisfactory for minor surgical 
procedures and short operations, during which 
slight reflex movement will not interfere with the 
progress of the procedure. 

Divinyl Ether—Divinyl* ether has been intro- 
duced and suggested as a substitute for diethyl 
ether. My experience with this agent is limited to 
a comparatively few cases, and I do not feel that 
I am in a position eather to recommend or to con- 
demn this new drug. It is much more potent than 
is diethyl ether ; anesthesia is induced quickly and 
recovery is attained rapidly. My impression is 
that the results were not as satisfactory as those 
which were obtained with diethyl ether. Maybe 
the fault was in my administration, and it is proba- 
ble that satisfactory methods for the administra- 
tion of this drug satisfactorily will be devised. 

Cyclopropane.—Cyclopropane, which was intro- 
duced by Lucas and Henderson * in 1929, and which 
was recommended for clinical use by Waters, and 
Schmidt," shows promise of displacing ethylene. 
It greatly reduces the amount of ether that is 
necessary to produce thorough relaxation. The 
limits of inflammability of cyclopropane in oxygen 
are from 2.5 per cent to 50 per cent by volume. 
in clinical practice, the volume of cyclopropane in 
oxygen seldom needs to exceed 20 per cent. The 
same precautions must be taken to prevent an 
explosion as would be taken to prevent an ex- 
plosion of ethylene. Because the gas is expen- 
“ive, it is necessary to employ the carbon dioxid 
‘bsorption method of administration. Anesthesia 
- induced rapidly and the patient seldom exhibits 

veriod of excitement. Surgical anesthesia is at- 
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tained rapidly, without evidence of cyanosis. Ex- 
cessive depression of respiration and a newly de- 
veloped irregularity in cardiac action represent the 
danger signs. Relaxation approaches that which 
is produced by ether. Recovery is rapid and is 
not accompanied by excessive nausea and vomit- 
ing. This anesthetic agent deserves a place among 
the useful anesthetics, but the problem is for the 
chemist to find an inexpensive method of pro- 
ducing the gas in pure form on a commercial scale. 


Intratracheal Tube. — Ninety per cent of the 
difficulty that is encountered in the administration 
of an anesthetic by inhalation may be avoided by 
the insertion of an intratracheal tube. A Magill ® 
intratracheal soft rubber tube of large caliber may 
be inserted through the nose or mouth, and then 
through the glottis into the trachea. If introduc- 
tion by way of the nose is feasible, it should be 
possible to insert it in the trachea without the 
aid of a laryngoscope in 70 per cent of cases 
The tube is used as an airway when ether is ad- 
ministered by the open drop method, or it may 
be connected to a gas machine, and gas, with or 
without ether, may be administered either by in- 
sufflation or inhalation. 


The method permits easy, quiet respiration that 
facilitates exposure in operations in the upper 
portion of the abdomen and reduces intracranial 
pressure in operations on the brain. In certain 
operations on the head and neck, it precludes the 
necessity of the apparatus and the anesthetist’s 
hands encroaching on the field of operation. For 
operative procedures within the chest, the method 
facilitates the control of intrapulmonary pressure. 
The safety of the patient is increased because arti- 
ficial respiration or insufflation of oxygen is made 
easy and the danger of overdistending the stomach 
is eliminated. 


LOCAL, REGIONAL, AND SPINAL ANESTHESIA 


New agents have been introduced in the field 
of local, regional, and spinal anesthesia. 


Procain.—Procain, in my opinion, still remains 


the agent of choice for these procedures. 
may produce evidence of toxic reaction. Several 
factors are to be considered. Among the impor- 
tant factors are the age, weight, and blood pres- 
sure of the patient ; concentration and temperature 
of the solution; total amount used, and rate of 
injection. Epinephrin has long been used to pro- 
duce vasoconstriction and thus retard absorption 
of the procain, but occasionally the epinephrin 
itself causes a toxic effect. As a substitute, a syn- 
thetic product, cobefrin,’® has been introduced and 
is being investigated. Usually the addition of one 
cubic centimeter of a 1 to 2600 solution of epi- 
nephrin to 200 cubic centimeters of a 0.5 per cent 
solution of procain will produce satisfactory vaso- 
constriction, intradermally and subcutaneously. In 
order to obtain a similar result, it is necessary to 
use 1 cubic centimeter of a 1 to 500 solution of 
cobefrin. 


Procain 


Procain is practically useless as a surface an- 
esthetic for application over open wounds or 
ulcers. Pantocain, metycain, diothane, butyn, and 
nupercain have been applied effectively in the form 



















































































































































































































Operation 


Hysterectomy, Mayo vaginal 


CALIFORNIA AND WESTERN MEDICINE 


TaBLe 1.—Combined Use of Pantocain and Procain in Spinal Anesthesia 
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Combined dose, mg. Total physiologic 
saline solution, 


Pantocain spinal fluid, cc. 


Procain 


50 








Transplantation of ureter. 


Herniorrhaphy (bilateral) 





Hysterectomy, complete abdominal 








lumbar vertebrae. 


of ointments or gels, but if the wound is large 
the more toxic of these agents produce signs of 
toxemia, namely, pallor, nausea and vomiting, and 
a slow pulse. These signs and symptoms have 
disappeared when administration of the drug is 
discontinued. The rationale of the use of these 
drugs is to produce relief of pain locally rather 
than by using analgesics which act systemically. 


Procain is used extensively for the production 
of anesthesia by spinal injection ; but if it is likely 
that the operation cannot be completed in one hour, 
a combination of pantocain and procain® may be 
used (Table 1). In my opinion, the dose of panto- 
cain should be limited to approximately 10 milli- 
grams. Usually not more than 50 milligrams of 
procain need be injected with it to produce an- 
esthesia which will last from an hour and a quar- 
ter to two hours. Because pantocain is exceedingly 
potent, and because it tends to creep cephalad 
during the first twenty minutes of the operation, 
I consider it advisable to limit the use of this 
drug to operative procedures which involve struc- 
tures below the umbilicus. In order to prevent an- 
esthesia extending too far cephalad, the patient, 
for twenty minutes following an intradural in- 
jection of pantocain, should be kept in the hori- 
zontal position. 

Sacral Block.— Sacral block is a time-tried 
method, but it is not as generally used as it might 
be. For operative procedures that involve the anus 
and rectum, it is the anesthetic method of choice. 
One may produce just as thorough anesthesia and 
relaxation with this method as with spinal an- 
esthesia. In cases in which the sacral method has 
been employed, the patient is less likely to retch 
and vomit during the operation than he is if intra- 
spinal anesthesia has been employed; and in the 
postoperative period there is no occurrence of 
headache from lumbar puncture. 


Local Anesthesia—For many orthopedic oper- 
ations on the extremities, local anesthesia is satis- 
factory. For acute fractures, 10 cubic centimeters 
of a 1 per cent solution of procain may be in- 
jected into the hematoma. Anesthesia and relaxa- 
tion of the muscles may be obtained. One does 
not need frequently to block the brachial plexus, 
but there are instances in which the method may 
be very useful. In cases in which severed tendons 
of the hand and wrist are to be sutured, block- 
ing the brachial plexus provides ideal anesthesia. 








Spinal needle, gauge 20 to 22; rate of injection, 0.5 


3. 
12 50 3.5 
12 50 3.5 7 
12 50 4.0 . 


cc. per second; injection between second and third 


Many of these patients arrive in the hospital 
shortly after having partaken of a heavy meal. 
General anesthesia is, therefore, hazardous. By 
blocking the brachial plexus, complete sensory an- 
esthesia may be obtained, but motor power is 
frequently retained. The patient is able to move 
certain muscles when he is told, and the surgeon 
is thus aided in finding the proper ends of severed 
tendons, which should be sutured together. 


IN CONCLUSION 


There are many other desirable methods which 
might be dealt with, but it has been sufficiently 
demonstrated that if an anesthetist fulfills his 
function in the scheme of things medical, he is 
practicing medicine in the fullest sense of the 
term. 

The Mayo Clinic. 
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EXPERIMENTAL SYPHILIS RESEARCH — 
A REVIEW OF SOME OF THE 
RECENT FINDINGS* 


By Ernest K. Stratron, M.D. 
San Francisco 


JS selecting a subject for a chairman’s address, 
it would be only natural for one to speak on 
the phase of medicine in which he was particu- 
larly well versed. In my own case, however, I 
find myself practically devoid of any so qualified 
a subject. This, together with the fact that my 
paper has the mean advantage of being closed to 
discussion, has lead me to select a subject which 
has not only held considerable fascination for me, 
but about which I have known very little. Had 
I known how voluminous, and I use the word 
literally, I should find the literature on experi- 
mental syphilis, I would probably not have wel- 
comed this opportunity for its review quite so 
wholeheartedly as I did, for, in the few moments 
allotted to me here, I can only touch on such 
highlights of my reading as seem outstandingly 
significant. These represent the general conclu- 
sions of those research workers in this field whose 
standing cannot be questioned, since beyond and 
about their heads there seems to be an amazing 
amount of controversy. 


NOGUCHI’S STUDIES 


As you probably know, the Spirochaeta pallida 
was first grown in pure culture by Noguchi in 
1911. He was subsequently successful in obtain- 
ing positive animal inoculations from his subcul- 
tures as well as his primary cultures. His descrip- 
tion of the media used, method of preparation, 
incubation, etc., reads very simple; but it is sur- 
prising to note how many investigators have been 
unable to cultivate this organism. Most workers 
are unsuccessful in their attempts to inoculate 
animals from the primary culture after it is forty- 
eight hours old and all of the subcultures, with 
the exception of Noguchi’s, have been negative. 

The pallida cultures isolated, studied and re- 
ported in this country have been few. In addition 
to the several by Noguchi, there was one by 
Zinsser and another by Kolmer. All of these were 
isolated from lesions of rabbits’ testicles infected 
with strains of pallida which had been maintained 
in rabbits for several generations. On the other 
hand, the several strains reported in Europe by 
Reiter, Kroo, Krantz and others have all been 
obtained directly from human lesions, or from 
the primary lesion produced in the rabbit with 
human material, 

Since all of the pallida cultures, with the ex- 
ception of the one reported by Noguchi, have 
immediately become avirulent, the possibility that 
each or all of them might have been growths of 
some of the other fine types of spirochaetes, must 
be considered. To quote Kolmer: “It seems evi- 
dent that no definite proof as to the identification 
of any of the alleged pallida cultures can be 


_* Chairman's address, Dermatology and Syphilology Sec- 
tion of the California Medical Association, at the sixty- 
fourth annual session, Yosemite National Park, May 13-16, 
1935. 
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offered until some method is found to prolong 
the virulence of the cultures, or until the factors 
are ascertained which permit of more constant 
results in securing the multiplication of the viru- 
lent spirochetes in culture media, even though 
their multiplication is accompanied by a loss of 
virulence.” 
OTHER STUDIES 

Perhaps the presence of an evolutive or granu- 
lar form of the Spirochaeta pallida, which has 
been described by so many investigators in all 
parts of the world, is responsible for this lack of 
success in the culturing of the organism. As N. R. 
Ingraham, Jr., in his critical review of the litera- 
ture, has said: “The presence of granular forms 
in all the parasitic genera of the family Spiro- 
chaetaceae would indicate that this phenomenon 
is significant of something more than mere degen- 
eration. If a minute resistant body is the cause 
of syphilitic infection, the changes that would be 
wrought in our ideas concerning the etiology, 
pathology, diagnosis, therapy and prognosis of 
this disease need scarcely be pointed out.” Briefly, 
as Ingraham has suggested, it would explain many 
of today’s unsolved mysteries of syphilis, such as: 

(a) The long primary and secondary incuba- 
tion periods. 

(b) The discrepancy between the size of the 
lesions and the number of Spirochaetae pallida 
present. 

(c) The scarcity of division forms in the most 
active lesions. 

(d) The rapid destruction of the microérgan- 
isms by the intravenous injection of synthetic 
arsenicals without an immediate cure resulting. 

(e) The comparatively high incidents of re- 
lapse in spite of the most vigorous treatment. 

(f) The long latent periods in which hardly a 
manifestation of the disease is detectable, and the 
Spirochaeta pallida never. 

(g) The scarcity of typical microorganisms in 
the lesions of late and parasyphilitic, and even, in 
some instances, in congenital syphilis despite the 
severity of these processes. 

(h) The question of paternal transmission, 
which is still shrouded in mystery and doubted 
by the majority. 

Perhaps, too, this granular form also explains 
why the Spirochaeta pallida is not detectable on 
either darkfield examination or staining of rab- 
bits’ infected lymph-gland tissue, or in the organs 
of animals harboring asymptomatic infections ; yet 
why, when these tissues are emulsified and in- 
jected into rabbits’ testicles, they give positive 
results. 

But if, on the other hand, the granular form 
represents a mere degeneration of the Spirochaeta 
pallida, it is important to realize that it cannot 
then be brought forward to explain these perplex- 
ing problems with which the clinician and patholo- 
gist are so frequently confronted. 


STAINING METHODS 
From the growing to the staining of the Spiro- 
chaeta pallida, we find that its staining in fresh 
smears or in tissue sections is successfully accom- 
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plished either by the use of the different colored 
aniline dyes, basic and acid, for staining and 
counterstaining, or by the use of silver nitrate 
in varying dilutions. Of the latter, there are many 
described methods, each bearing the name of the 
investigator who first reported it. They differ only 
in the manner in which the preliminary treatment 
of the tissue is carried out, and in the reduction 
or precipitation of the silver salt following the 
treatment. 

Olsen has made a comparison of the methods 
of staining Spirochaeta pallida and by all of them 
sections of congenital material are readily stained, 
although Jahnel’s is the most satisfactory for this 
tissue. He found that for the aorta, the improved 
Warthin-Starry method obtains the best results, 
and is the only one by which any considerable 
percentage of organisms are demonstrated ; while 
for staining brain tissue, Dieterle’s method is best. 
It is apparent, then, that no one stain for the 
demonstration of Spirochaeta pallida in block or 
single sections has reached general perfection 
and, for this reason, it is much better to embed 
the tissue and cut single sections which can be 
stained by the various methods, selecting the one 
which is best suited to the given tissue. Before 
leaving the discussion of staining, let me remark 
that Warthin perfected a modification of his stain- 
ing methods for the special purpose of demon- 
strating certain intracellular forms (ring forms, 
small spirochete forms and lymphocytic granules), 
which, because of their connection to typical spiro- 
chetes, he regarded as representing phases of the 
syphilitic organism. 


QUESTIONABLE STRAINS OF SPIROCHAETA PALLIDA 


Now there is the problem of the questionable 
strains of Spirochaeta pallida. Levaditi and his 
coworkers have contended that there is a “neuro- 
tropic” strain of Spirochaeta pallida (associated 
with the nervous system) as distinct from the 
“dermotropic” spirochete responsible for lesions 
of the skin and mucous membranes. His conclu- 
sions were based upon the comparison of a strain 
obtained from a case of general paresis with one 
isolated from a chancre. 

Other investigators believe that conclusive proof 
which would warrant the separation of types of 
Spirochaeta pallida is still lacking. All of these 
factors have been shown to vary exceedingly, and 
to be modified by such important considerations 
as the time of transplant, condition of the lesion, 
method of preparing suspension of spirochetes, 
mode of infection and the type, age and condition 
of the animal used. 

It is interesting to note that a rabbit which is 
inoculated with the Nichols strain (originally 
obtained from the spinal fluid of a patient with 
neurosyphilis) is found, after ninety days, to be 
resistant to another reinfection with the Nichols 
strain, although it can be superinfected with the 
Truffi strain, for instance—a strain originally ob- 
tained by Truffi from human chancre material. 
Neither of these strains, however, will penetrate 
the rabbits’ nervous system, even though intro- 
duced directly into the spinal fluid or brain tissue. 
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Working on his problem, Schlossberger foun: 
that a mouse, inoculated with either of these 
strains, acquired an asymptomatic infection; but 
that, by inoculating a rabbit’s testicle with this 
mouse’s brain, the rabbit developed a primary and 
secondary syphilis which involved its nervou 
system as well. Thus it was evident that th: 
spirochetes, as a result of a sojourn in the nerve 
tissue of the mouse, had acquired neurotropic 
properties rendering them capable of penetrating 
into a rabbit’s nervous system. 

Raiziss then carried the strain through four 
passages, from rabbit to rabbit, by means of trans 
planting the brain substance of the rabbit into 
the testicles of other rabbits, without the loss of 
this neurotropic property in these spirochetes. 
The term “neurotropic” is used by him, not in 
the sense of Levaditi, who employed it to desig- 
nate affinity for nerve tissue and neutrality toward 
cutaneous tissue, but to denote this modified power 
ot penetration. 


IMMUNITY PROBLEMS 


Delving into the question of immunity, I have 
found it pretty well divided into two schools of 
thought. The first, known as the Neisserian Doc- 
trine, has for its adherents such men as Neisser, 
Finger, Kolle, Prigge and Frei. This doctrine is 
based on the following experiments made by 
Neisser. He inoculated a series of apes with 
syphilitic virus and produced syphilitic lesions 
After the lesions had healed, he inoculated them 
a second time with syphilitic virus and failed to 
produce a second attack of syphilis in most of 
them. He then examined the internal organs of 
these apparently refractory animals, and found 
that they were still harboring virulent syphilitic 
virus. He next proceeded to treat a series of 
syphilitic apes with various antisyphilitic drugs 
and then tested the behavior of some of these 
animals toward a second syphilitic infection. In 
other treated animals, he investigated the presence 
or absence of syphilitic virus in the internal or- 
gans. The comparison of the results in the two 
sets of treated animals led him to conclude that 
immunity in syphilis is dependent upon the pres- 
ence of a coexisting syphilitic infection, and that 
there is no immunity without infection—that is to 
say, without living spirochetes somewhere in the 
body—and that when these spirochetes are de- 
stroyed, the immunity or resistance disappears at 
once. He found also that the acquisition of a 
second attack of syphilis was proof that the first 
infection had been completely eliminated. The 
so-called reinoculation test for the cure of syphilis 
is based on this theory. 


The other school of thought has as its adherents 
Chesney, Voegtlin and Armstrong, Adachi, Man- 
teufel, Worms, and Breinl and Wagner. It really 
should be known as the Chesney Doctrine on ac- 
count of the tremendous amount of investigation 


done by Chesney along these lines. 

He believes that immunity in syphilis is not 
dependent upon the presence of the infection, but 
is an attribute which, once acquired, persists 
thereafter, even if the infectian be eliminated. He 
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found that the response of a syphilitic animal to 
a second infection with syphilitic virus depended 
upon several factors, notably the material used 
for the second inoculation and the time at which 
the inoculation is made. Chesney found that rab- 
bits could be successfully reinfected with the same 
strain of Spirochaeta pallida up to an approxi- 
mate forty-five to ninety days after the primary 
inoculation. Thereafter they developed a resist- 
ance, which was of such a nature as to perma- 
nently protect them against a reinfection with the 
same strain of the Spirochaeta pallida. He then 
administered curative doses of arsphenamin to 
these rabbits, and after waiting several months, 
he obtained negative results, when he transferred 
their lymph nodes into normal rabbit testicles, 
indicating that their tissues had been sterilized of 
the pallida infection by the arsenic medication. 
He then reinoculated the rabbits so treated with 
the same strain of Spirochaeta pallida and 
chancre developed. After waiting several months, 
during which time these animals presented no 
clinical signs or symptoms of the disease, he in- 
jected emulsions of their various organs into nor- 
mal rabbits’ testicles and again obtained negative 
results. He interpreted these experiments as fol- 
lows: Once the resistant state was fully developed, 
the sterilizing of the animal tissues with spiro- 
cheticides could not disturb the immunity which 
these animals possessed against the particular 
strain of Spirochaeta pallida used. However, when 
these same animals, possessing this particular 
strain-immunity following the chemical steriliza- 
tion, after a due interval were reinoculated with 
a different strain of Spirochaeta pallida, nearly 
50 per cent developed chancres at the site of 
inoculation. A large percentage of those appar- 
ently possessing chancre immunity proved (as in- 
dicated by positive lymph node transfers) to be 
infected, showing that the resistant state, as far 
as the rabbit is concerned anyway, is strain spe- 
cific and not species specific. There is no time to 
give you the arguments, pro and con, which I 
found supporting one or the other of these two 
theories. It would seem, however, that as our 
knowledge is advancing, more and more support 
is being given to the Chesney theory. 


Let me say here that Brown and Pearce, from 
the results of experiments with syphilis on rab- 
bits, deduced two laws that regulate the biologic 
events taking place during experimental infection. 
briefly, they are: The law of inverse proportions 
(the more intensive the early manifestations, the 
less intense are the late manifestations of the 
disease) and the law of sequence (by which the 
various systems of tissues are affected succes- 
sively). This law is clearly evident in human 
syphilis when the integument, the internal organs, 
the cardiovascular system and the central nervous 
system are affected successively and in combina- 
tion with great regularity. 


THE NEISSERIAN AND CHESNEY “DOCTRINES” 


Should the findings observed in animals prove 
to be applicable to man, it will be important for 


us as clinicians to know which of these two 
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theories is correct. If the Neisserian Doctrine is 
the correct one, it is obvious that our present 
method of treatment is proper; that is, the rapid 
sterilization of the tissues with spirocheticides 
before the invading organisms can become en- 
meshed in areas of fibrous isolation due to the 
accompanying obliterative endarteritis. We must 
keep in mind, however, that, in view of our recent 
experimental knowledge, the reinoculation test as 
a criterion of cure for syphilis is of no value, 
for, as I have already pointed out, there is no 
assurance that the immunity in this regard is any- 
thing more than a “chancre immunity.” 

If, on the other hand, the “Chesney Doctrine” 
is the correct one, the institution of early therapy 
would prevent the development of the resistant 
state. This would deprive the host of a protective 
mechanism with which to combat serious later 
manifestations should a few attenuated spiro- 
chetes lurking in some poorly-nourished tissue be- 
come active. Following Chesney’s line of thought, 
late therapy, which does not preclude the possi- 
bility of complete tissue sterilization, would allow 
the tissues ample time to develop an immunity. 

IN CONCLUSION 

I had hoped to include in this review the cross- 
immunity existing between syphilis and certain 
other disease caused by spirochetes, especially 
yaws, and also to discuss the differences in im- 
munity which exist between the sexes, as well as 
what role lipoids play in immunity and in the 
mechanism of the Wassermann reaction, etc., but 
I shall have to forego their discussion here be- 


cause of the limited time. 
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THE RELATION BETWEEN THE ANTERIOR 
PITUITARY HORMONES ACTING ON 
THYROID GLAND AND ON 
OVARY * 


By Leo Logs, M.D. 
W. C. Anperson, M.D. 
Joun Saxton, M.D. 
S. J. Haywarp 
AND 
A. A. Kippen, M.D. 
St. Louis, Mo. 


N addition to the well known hormones which 

cause growth and maturation of large follicles 
and luteinization processes in the ovary, we have 
found in the anterior pituitaries of cattle, sheep 
and hog, which are generally employed for the 
preparation of extracts of this gland, the presence 
of a substance which injures the follicles. This 
substance can be especially readily demonstrated 
if we use the ovary of the guinea- pig as test organ. 
Implantation of guinea-pig anterior pituitary causes 
mainly growth and maturation of the enlarged 

* These investigations were carried out with the aid ofa 
grant from the International Cancer Research Foundation, 
and with the aid of a grant for research in science made to 
Washington University by the Rockefeller Foundation. 

From the department of pathology, Washington Uni- 
versity School of Medicine, St. Louis, Missouri. 
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follicles, while implantation of rabbit, rat, cat and 
human anterior pituitaries induces in addition to 
these effects various luteinization processes. Among 
the latter again, two types can be distinguished, 
namely, (1) those taking place in large mature 
follicles, and (2) those occurring in smaller sized 
follicles, and especially in follicles undergoing con- 
nective tissue atresia. 


As to the thyroid stimulating hormone, we ob- 
served that under ordinary conditions it is closely 
associated especially with the substance injuring 
the follicles and with the hormone inducing the 
second type of luteinization processes. It is, there- 
fore, present only in a very small quantity in the 
guinea-pig anterior pituitary, while it is present in 
larger quantities in the group of anterior pituitaries 
such as those from rat, rabbit and man; but it 
is especially prominent in extracts from cattle, 
sheep and pig anterior pituitaries. On the other 
hand, it is entirely lacking in the urine of preg- 
nant women. We see then that the anterior pitui- 
tary glands from different species exert different 
actions. 

We now wished to determine whether this asso- 
ciation between the thyroid stimulating hormone 
and the two anterior pituitary substances acting 
on the ovary which we mentioned above, could 
not be broken experimentally. For this purpose 
we used a simple method which proved very effec- 
tive and gave clear-cut results. We kept human 
and cattle anterior pituitary glands in solutions of 
various substances for certain periods and follow- 
ing this procedure we implanted pieces of gland 
thus treated into the guinea-pig. This was fol- 
lowed by a microscopic examination of the sex 
organs, thyroid and adrenal glands of the treated 
animals. Of the results obtained so far only a 
few will be mentioned here. 


1. Anterior pituitary glands of cattle which 
have been subjected to the action of a great variety 
of solutions previous to their implantation no 
longer exert their usual destructive effect on the 
ovarian follicles of the guinea-pig. Such anterior 
pituitary glands now act very similar to human, 
rabbit and rat anterior pituitaries. However, it 
can be shown in some ways that the substance 
which ordinarily produces such destructive effects 
is still present in these glands but somehow is pre- 
vented from exerting its full action. 

2. Solutions of formalin of a certain strength 
destroy or inactivate the thyroid stimulating and 
the luteinizing hormone, while leaving intact the 
hormone causing growth and maturation of large 
follicles. 

3. Certain other substances, such as alcohol, or 
ether may prevent or diminish especially the ef- 
fects of the hormone inducing growth and matura- 
tion of follicles while leaving intact the luteinizing 
effects and the stimulating action on the thyroid 
gland. 

4. It can be experimentally shown that the 
action of the thyroid stimulating hormone may be 
separated also from the luteinizing action, and on 
the other hand it may occur in combination with 
the hormone causing growth and maturation of 
follicles. 
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5. The actions of the anterior pituitaries of 
several different species can, therefore, be experi- 
mentally transformed into each other. It appears 
to us that the method used in these experiments 
may be extended to the analysis of various other 


endocrine problems. 


INTRACAPSULAR EXTRACTION OF SENILE 
CATARACT* 


By JosepH L. McCoor, M.D. 
AND 
C. Atten Dickey, M.D. 


San Francisco 


Discussion by W. D. Horner, M.D., San Francisco; 
A. Ray Irvine, M.D., Los Angeles; Roderic O’Connor, 
M. D., San Francisco. 


"THE report of but a few cases of senile cataract 

extracted by a particular method may have no 
value from a statistical point of view, nor as an 
argument in advocating the adoption of the method 
used, for the number of cases is too insignificant ; 
nevertheless I make no apology for the few that 
I have to offer, for I am sure that often the ex- 
perience of operators of comparatively limited 
opportunity helps us to judge of the advantages 
and disadvantages of the various procedures which 
are being advocated for the complete removal oi 
the lens in its capsule. 


CAPSULOTOMY AND INTRACAPSULAR METHODS OF 
CATARACT EXTRACTION 


Unfortunately the wide divergence of opinion 
which exists among surgeons of mature experi- 
ence as to the relative merits of the capsulotomy 
and intracapsular methods of cataract extraction, 
has led to discussions which at times have bor- 
dered on the acrimonious. While there are many 
sound arguments on both sides of the question, 
it cannot be denied by the opponents of the intra- 
capsular that the ideal to be striven for in any 
cataract operation is the complete removal of the 
capsule, cortex and nucleus; provided, of course. 
that this can be accomplished in such a manner 
as to insure the maximum operative and _post- 
operative safety to the eye. 


FOUR TYPES OF INTRACAPSULAR OPERATIONS 


Intracapsular operations are of four types: In 
the first, the lens is expelled by direct pressure 
on it and on the contents of the globe. In the 
second, an instrument is introduced into the eye 
which, acting like a scoop, extracts the lens in its 
capsule. In the third, the zonule is ruptured by 
traction on the lens capsule. In the fourth, the 
lens is extracted by a combination of two or more 
of these procedures. 

The Smith**® Indian operation is representative 
of the first group. Despite the fact that many 
thousands of operations have been performed 
through this method by skillful surgeons during 
the last forty years, it is considered by ophthalmic 


*From the Department of Ophthalmology, University of 
California Medical School. 

Read before the Eye, Ear, Nose and Throat Section 
of the California Medical Association at the sixty-third 
annual session, Riverside, Apri? 30 to May 3, 1934. 
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surgeons an unsafe procedure, and for that reason 
has never been generally accepted. Smith after- 
ward modified his original technique, reference to 
which will be made later in this paper. 


In the light of our present knowledge of the 
great liability to infection incident upon the de- 
liberate introduction of any instrument into the 
vitreous, unless forced to do so to meet an emer- 
gency, it would seem that any operation typical 
of the second group would be unsurgical, danger- 
ous, and therefore undesirable. 

To deliver the lens in its capsule by traction 
above, or by a combination of traction and ex- 
pression, seems to approach closer to the ideal 
than any method which we now have. 

Stanculeanu? was probably the first deliberately 
to dislocate the lens by grasping the anterior cap- 
sule with a large curved forceps and expressing 
it in its capsule by counterpressure. Knapp* im- 
proved this technique immeasurably by using a 
forceps, which was much better adapted to the 
purpose, and the large number of successful re- 
sults which he reported encouraged other opera- 
tors, among them the writer, to use this method 
of extraction. 


In 1910 Vard Hulen® suggested a method of 
extraction by means of vacuum fixation, which he 
had used successfully in a number of cases. A 
year later he published another paper ; but whether 
he is still practicing the operation or has aban- 
doned it, I do not know. In any event, since then 
I have seen nothing which he has written on the 
subject. 


Barraquer later published a paper in which he 
described the technique devised by him for ex- 
tracting the lens in its capsule, by applying the 
same principle as that used by Hulen—vacuum 
fixation. He called the instrument an “erisiphake,”’ 
and the operation “phakoerisis.”” While the origi- 
nal idea was Hulen’s, nevertheless, because of the 
ingenious instruments which he devised, the pains- 
taking experiments performed to establish the 
principles involved, his large clinical experience, 
and the skillful use of the method in practice, the 
operation will no doubt be called the “Barraquer.” 


CHIEF COMPLICATIONS IN CATARACT EXTRACTIONS 


In any form of cataract operation, whether it 
be capsulotomy or intracapsular, the chief com- 
plications which may arise, either at the time of 
operating or in the healing process, are loss of 
vitreous and iritis. The specter of the former and 
the relative infrequency of the latter are at once 
the vice and virtue of the intracapsular operation. 
To say that liability to vitreous loss is no greater 
in any form of the intracapsular than in the cap- 
sulotomy procedure is absurd, but it is also unfair 
to say that all types of intracapsular operations 
are equally liable to this unfortunate complica- 
tion. However, no matter what technique be used, 
the very nature of the structures involved renders 
the eye more liable to this accident. The support 
which the posterior capsule and the zonule attach- 
ment give to the vitreous in the capsulotomy 
operation is definite and real, and of course, is 
lacking when these structures are removed. 


CATARACT EXTRACTION—McCOOL-DICKEY 201 


When judging any operative technique from 
the standpoint of vitreous loss, it seems to me 
that it is essential to differentiate sharply between 
prolapse of this body as the direct result of the 
manipulation in effecting the delivery of the lens, 
and that which occurs either before or after this 
has been accomplished, due either to the action of 
the extra-ocular muscles, the orbicularis, or both. 
All forms of intracapsular delivery may be ac- 
complished by vitreous loss due to uncontrollable 
muscular action; but when one is considering this 
accident as the result of direct manipulation on 
the eye itself, certainly it is far more frequently 
encountered in the type of extraction due to pres- 
sure alone, than it is where traction and pressure 
are used synchronously. 


THREE PRELIMINARY PROCEDURES IN 
OCULAR COMPLICATIONS 


INTRA- 


There are three preliminary procedures em- 
ployed in practically all intra-ocular operations 
which should be mentioned at this time. They 
have reduced immeasurably the risk attendant 
upon the extraction of a cataract. either by the 
intracapsular or extracapsular method. 

I refer to akinesis, deep orbital injections and 
the superior rectus suture. 


AKINESIS 


In order to paralyze the orbicularis, Wright 
advocated the infiltration of the tissue surround- 
ing the main trunk of the facial nerves after it 
emerged from the stylo mastoid foramen. This 
method never became very popular, chiefly be- 
cause of the difficulty in reaching the nerve, and 
because of the facial palsy which ensued. 

The method suggested by O’Brien, of infiltrat- 
ing the tissues surrounding the temperofacial 
branch of the seventh nerve as it crosses the con- 
dyle of the inferior maxilla, is used by many sur- 
geons, and has much to recommend it. 

Finally, the area immediately surrounding the 
orbicularis may be infiltrated, as suggested by 
Van Lint. This is the method, slightly modified, 
which I practice, as follows: 

A 40-millimeter platino-iridium needle is used to 
make the injection at a point 214 centimeters ex- 
ternal to the external canthus. The needle should 
be thrust down to the periosteum before any of 
the solution is injected, as the terminal fibers of 
this nerve lie very close to the bone at this point. 
It is then directed along the inferior margin of 
the orbit, injecting a 2 per cent novocain solution 
as it advances. The needle is partially withdrawn, 
and more of the solution is injected in the same 
manner along the superior margin of the orbit. 

With a smaller and finer needle the upper and 
lower lids are infiltrated to make the insertion of 
the lid sutures painless. Finally, a small amount 
of the solution is injected along the side of the 
nose above the inner canthus. This anesthetizes 
the skin of this region, and prevents any sudden 
movement of the patient, should the point of the 


cataract knife prick the skin during the forward 
thrust. 

























































































































































































































































Fig. 1 


limbus, preparatory to making pressure at this time. 
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Fig. 1.—Forceps grasping anterior capsule of lens. Tip of expression hook resting on sclera 6 millimeters below 
(Dr. Charles Fulmer.) * 





Fig. 2 


Fig. 2.—Lens partially dislocated by combined pressure below and traction on the capsule by forceps. (Dr. Charles 


Fulmer.) 


Anyone who has ever seen the flaccid condition 
of the lids so injected can appreciate the fact that 
at least one source of danger has been eliminated. 

However, vitreous prolapse due to movements 
of the eye and to the normal tonus of the extra- 
ocular muscle is difficult to eliminate, and cannot 
be attributed to any contraction of the orbicularis. 

Twenty-five years’ experience in ophthalmic 
surgery has convinced me that 90 per cent of the 
complications which arise during operations are 
due to pain, and that if this is eliminated there is 
a much greater chance of completing the opera- 
tion satisfactorily. 

Retrobulbar injections of novocain solution are 
used by most ophthalmic surgeons, and this part 
of the technique certainly merits the popularity 
which it enjoys. 

If I were obliged to discard all of the measures 
which we use to safeguard the integrity of the 
eye in intra-ocular surgery save one, I would un- 
hesitatingly retain retrobulbar injections. It not 
only makes the iridotomy or iridectomy absolutely 
painless, but prevents any involuntary movement 
of the patient should the iris be cut when the 
incision is completed. Furthermore, there is no 
evidence of pain when the lens is passing through 
the pupil. At this critical stage of the operation 
it is imperative that the operator shall have com- 
plete control of the situation, which he most cer- 
tainly cannot have if the maneuver is painful. 

I use 2 cubic centimeters of 4 per cent novocain 
solution, to which have been added, immediately 
before the injection is given, two drops of 1-1000 
adrenalin solution. 

The needle, which is of platino-iridium 40 milli- 
meters long and brought to a cherry-red by pas- 
sage through an alcohol flame, enters the orbit at 
the lower orbital margin about 1 centimeter down, 
and to the nasal side of the external canthal liga- 
ment. The point of the needle follows the lower 
external wall of the orbit for its entire length. 

*I am indebted to Dr. Charles Fulmer, St. Luke’s Hos- 


pital, San Francisco, for the telescopic photographs from 
which the illustrations were taken. 


Before injecting any fluid, the plunger is with- 
drawn, so that one may be sure that the needle 
has not entered a vein. By manipulating the 
syringe, the tip of the needle is directed beneath 
the lower border of the external rectus muscle 
close to the globe, so that the maximum amount 
of the solution shall infiltrate the region of the 
ciliary ganglion and nerves. 


After the needle is withdrawn a cotton or gauze 
compress is placed on the closed lids, and slight 
pressure is made to prevent any proptosis which 
might ensue. Fortunately, I have never had to 
meet this complication, and it is not likely to 
occur if only 2 cubic centimeters of the solution 
are used. 

This injection follows immediately the lid in- 
jections, and usually there is an interval of from 
five to eight minutes before the incision is made. 

Two by-products of the retrobulbar injections 
are slight hypotomy and paresis of the inferior 
rectus muscle. I consider them advantages, be- 
cause the former reduces the liability of undue 
bulging of the wound, possibly vitreous prolapse, 
and the latter prevents sudden looking down dur- 
ing the operation. 

SUPERIOR RECTUS SUTURE 

In order to facilitate placing of the superior 
rectus suture, the assistant forcibly rotates tl 
eyeball downward and the tendon of the musci: 
is grasped with a very sharp mouse-tooth forceps 
immediately behind the insertion. It is important 
that the tendon itself shall be grasped by the for 
ceps, as well as the overlying conjunctiva and 
capsule. If the latter only are included in the 
suture, the control of the movements of the e) 
will be ineffectual. The closed forceps, therefor: 
should be placed lightly over the insertion of the 
tendon, and the conjunctiva and capsule pushe: 
to either side. The forceps are opened the re- 
quired amount, then closed over the tendon by 
making substantial pressure_toward the center © 
the globe and the suture inserted. 
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Fig. 3 


Fig. 3.—All zonule fibers are broken except those above which are the last to give way. 
emerging lens by the tip of the expression hook. (Dr. Charles Fulmer.) 
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Fig. 4 


Cornea is tucked behind 


Fig. 4.—This picture represents the same stage of the delivery as No. 111 in another case. (Dr. Charles Fulmer.) 


Following the suggestion of Doctor Dickey, a 
small amount of a 3 per cent solution of supra- 
renin bitartrate is applied to the region below the 
cornea, from 4 to 8 o’clock, in order to effect a 
localized dilatation of the pupil at this point. A 
small cotton pledget, saturated with a few drops 
of the solution, may be applied at this point, or 
the area wiped with the solution carried on a 
cotton-wound applicator. 

Applied in this manner, it is just as effective as 
a subconjunctival injection of a weaker solution, 
and has the added advantage in that it does not 
balloon the conjunctiva and interfere with fixation. 

The application should be made about five 
minutes before the eye is incised. 


INITIAL DISSECTION 


The next step is to dissect from above the 
cornea a small triangular flap, consisting of con- 
junctiva and underlying tissue. This is under- 
mined down to the limbus. Number 1 black silk 
suture, threaded on a No. 6 Gruss needle, is passed 
through the tip of the flap and then through the 
conjunctiva above. The free end of the suture 
and a portion of the loop are laid over the cornea, 
and are subsequently used by the assistant to 
raise the corneal flap when the incision is made; 
the iridotomy is performed and the operator in- 
serts the capsule forceps. 


THREE PROCEDURES OF IMPORTANCE 


The three points upon which I should like to 
lay particular stress in this paper are the lid con- 
trol with sutures, the combined capsule forceps 
and needle, and finally, the manner in which the 
lens is dislocated and delivered. 


LID CONTROL WITH SUTURES 


Several years ago I discarded specula, lid hooks 
ind retractors in favor of multiple sutures for 
controlling the lids in cataract extractions; and 
a!so in all the intra-ocular operations in which it 


is necessary or desirable to raise the lids from 
the globe in order to enlarge the operative field 
or make it more accessible. 

With good akinesis, the flaccid lower lid offers 
no problem. In many cases it makes no pressure 
on the globe and may be pushed out of the way 
with the fixation forceps; however, it is better to 
insert a double suture in the middle of the lid. 
The two free ends are clamped with a light 
mosquito forceps, the weight of which is usually 
sufficient to evert the lid so it may be held by an 
assistant. 


The control of the upper lid is not quite so 
simple, and much depends upon the manner in 
which the sutures are placed and manipulated. 


Three double sutures must be used: neither one 
nor two will do. The use of lid sutures for the 
control of the lids is not new. One of my col- 
leagues, Doctor Horner, has been using a single 
suture in the upper lid for some time, in his work 
at the San Francisco County Hospital; but I feel 
that three sutures are required to afford the neces- 
sary flexibility, which is so desirable in the proper 
manipulation of the upper lid. The middle of the 
upper lid is grasped with a light dressing forceps, 
one blade on the conjunctiva and one on the skin 
surface. A curved needle, carrying about eight 
inches of No. 3 white twisted silk, is inserted 
3 millimeters from the lid border in such a way 
so as to include in its bite skin, muscle and pre- 
tarsal fascia and, if possible, a portion of the 
tarsal plate. If the needle should emerge on the 
conjunctival surface, no harm would be done; 
but it is not necessary to do so, to secure adequate 
control of the lid. 


Two more sutures are inserted, one midway 
between the first and the external canthus, and 
the other midway between the first and the inter- 
nal canthus. 


The six sutures are then arranged in such a 
way so that they shall be parallel to one ‘another, 
and are held in place by a special forceps. While 
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they are still in the operator’s grasp, before the 
clamp is finally closed, the two central sutures are 
drawn up shorter than the lateral ones, so as to 
ensure a curved lid border—the reason for which 
is obvious. The sutures are clamped about two 
inches from the lid margin. 

If a single suture is used, a v-shaped arrange- 
ment of the lid is effected; and while this assures 
ample space in the center, the two sides of the lid 
margin in certain eyes has an undesirable ten- 
dency to compress the globe. Furthermore, even 
though it does not compress the globe, there is a 
tendency for the lateral margins of the lid to 
cover the ends of the incision, and so interfere 
with the toilet of the wound. 

If two sutures are used, the straight edge of 
the lid between the sutures limits the operative 
field, and also interferes seriously with the toilet 
of the wound. 


It is important that each pair of sutures shall be 
equi-distant from the other when the clamp is 
finally closed and locked. They should not be 
bunched, because the ability to manipulate the 
margin of the lid is then lost. 

With the three sutures inserted and held in 
the clamp, as I have suggested, the assistant can 
manipulate the nasal and temporal margin of the 
lid so that the operator shall have free access to 
any part of the wound and prevent it from touch- 
ing the globe at any point. 

With regard to the control of the upper lid 
during the several stages of a cataract operation, 
there are two points which I should like to em- 
phasize: first, the position of the lid when the 
incision and iridotomy are made, and second, the 
position which it is made to assume when the lens 
is being delivered, and immediately afterwards 
until the operation is completed. 

While the incision is being made, it is essential 
that the operator shall have as much room as 
possible. This is accomplished by making trac- 
tion on the lid sutures in a plane at right angles 
to the optic axis. This position is maintained while 
the iridotomy is made, and until the capsule for- 
ceps have been inserted into the anterior chamber 
and have grasped the capsule of the lens. 

As soon as the dislocation and expression of 
the lens have begun, the forceps controlling the 
upper lid sutures are gradually lifted as much as 
possible. This will usually not exceed 30 degrees 
from the horizontal, while the capsule forceps are 
in the eye. However, as soon as the lens is de- 
livered, the forceps are raised still more, so that 
the axis of traction is almost coincident with the 
optic axis. 

The advantage of the triple-lid sutures is that 
the assistant is able to raise or lower the lid any 
required amount to meet contingencies as they 
may arise. Except in those cases which have 
prominent eyeballs, the conjunctival suture is 
usually tied under the partially lowered upper lid. 

The reposition of the iris, and the adjustment 
of the conjunctival flap are effected from either 
side, also beneath a partially lowered lid. 
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The question may be asked whether there is a 
tendency to lid eversion when traction on the 
sutures is made. I have had two cases in which 
this did occur when traction was made at right 
angles to the optic axis, but never except in this 
position. A small Desmarres lid elevator, placed 
under the upper lid, will counteract this compli- 
cation. This should be allowed to remain until 
the lens is delivered. It may be removed during 
the toilet of the wound or allowed to remain if 
everything is going well. However, eversion oc- 
curs too infrequently to be considered a serious 
objection to the use of the triple sutures for 
controlling the upper lid. 


PROCEDURE WITH THE CAPSULE 


For the past twenty years, with the exception 
of an interlude of three during which I made use 
of the Barraquer operation of vacuum fixation, I 
have used a technique modified after that which 
was first described by Torok and later practiced 
by Elschnig. 

In the Stanculeanu-Knapp operation, the lens 
is dislocated with a blunt forceps; after the zonule 
fibres have been ruptured, the forceps are with- 
drawn and the lens in its capsule is expressed as 
in the extracapsular operation. 


In this Torok-Elschnig operation, the capsule 
is grasped as low down as possible and by a side- 
to-side, up-and-down motion, the zonule fibres are 
broken. Instead of releasing the capsule, it is 
retained in the grasp of the forceps and pressure 
is made on the eyeball below the limbus in such a 
manner that the lens is tumbled; viz., it rotates 
around a horizontal axis, so that the lower edge 
is delivered first. 


The technique which I now use was inspired 
through a paper by Smith,> in which he described 
a method that he has developed whereby he de- 
liberately tumbles all types of lenses by utilizing 
the vitreous to effect the rupture of the zonule. 


In his original method for tumbling the lens, 
the tip of the expression hook was placed over the 
lower portion of the cornea and pressure was 
made in such a way that the tip rested against the 
ciliary ridge. After this occurred, traction was 
made toward the patient’s feet, thereby permit- 
ting the vitreous body to force its way between 
the ciliary ridge and the lower edge of the lens. 
and so break the zonule at this point. He found, 
however, that this was not applicable to all types 
of cataract. He abandoned this method, and in- 
stead places a spoon over the wound so as to 
support the upper half of the lens and the under- 
lying vitreous. The expression hook is then lai 
flat on the sclera, with the knee toward the cul-de- 
sac and the tip resting on the globe well below 
the limbus. By making pressure with the entire 
hook, the vitreous is forced between the ciliary 
ridge and the equator of the lens, the zonule is 
ruptured and the underlying vitreous revolves the 
lens around the horizontal axis. The pressure of 
the spoon above holds the upper half of the lens 
in position and facilitates the revolution. 
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TABLE 1.—INTRACAPSULAR CATARACT EXTRACTION 


(100 CAsEs) 
Number of 

. Age— 

40 to 5 2 

61 to 70 ... 41 

71 to 8 

Over & 
2. Type— 

NN el iaiecrs sind ccs inka ceuircialadiainicbtenceopeneanbeniomieanaie 


Mature 
Hypermature 


. Visual results— 


20/20 ... 

*20/25 

*20/30—(16 temporary) ... 
*20/40—( 5 temporary) ... 
20/50 

20/75... 

20/100 

No improvement 


. Complications— 


Vitreous loss 

1 20/15, 2 20/20, 2 20/30. 
Intra-ocular hemorrhage 
Iris prolapse 

2 cut off, 1 replaced. 
Delayed union (over one week) 
Postoperative iritis 
Detachment of retina 

(Nine months postoperative.) 
Diabetic retinitis 
Glaucoma—postoperative 

Controlled with miotics . 

Cyclodialysis .....................-. 
Glaucoma—pre-operative 

Iridectomy two months before extraction 

La Grange at time of extraction 
Bulging of wound 

Flap placed over and cauterized 

Iris prolapse with high astigmatism 

(Contact glass 20/40.) 

Expulsive choroidal hemorrhage none. 
Panophthalmitis none. 


Explanation of results— 


20/50 corneal opacities. 

20/50 macular changes (senile). 

20/50 diabetic retinitis. 

20/50 intra-ocular hemorrhage. 

20/75 intra-ocular hemorrhage. 

20/75 iris prolapse with resultant bulging of wound. 
High astigmatism. 

20/100 glaucomatous changes. 
time of cataract extraction. 

no improvement—glaucoma had temporal light field 
only. No light perception in other eye. 


La Grange done at 


* Tests made two weeks after operation. Fair to as- 
— that permanent correction would yield better visual 
acuity. 


The part of this technique which I have adopted 
is that in which the vitreous is used to break the 
zonule fibres. However, instead of using the spoon 
to make the counter pressure over the wound, it 
seemed to me that if the capsule was grasped in 
the pupillary area, and not near the lower margin 
of the pupil, it would afford the necessary counter- 
pressure against which the lower half of the lens 
could be made to revolve in its delivery. 


It is important that only a very small bite of 
the capsule shall be taken by the forceps so as to 
avoid stretching the capsule and thereby inviting 
a rupture of this membrane. 


Unlike most of the other operations in which a 
blunt capsule forceps is used, no attempt is made 
by movement to dislocate the lens at any point. 
It is held firmly, but lightly in this position which 
I have just described, until after the lower por- 
tion of the lens is dislocated. This is the maneuver, 
borrowed from Smith’s technique, which takes 
the place of the spoon or spatula placed over the 
wound. 
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Without making any traction on the capsule 
whatsoever, the tip of the expression hook is 
placed on the sclera at a point at least 5 milli- 
meters from the limbus and pressure is exerted 
directly toward the center of the globe for a few 
seconds. If there is no evidence of the zonule 
rupturing opposite this point, which can be de- 
tected at once by bulging of the iris, the tip is 
moved around from side to side maintaining the 
same distance from the limbus. This maneuver 
might be called feeling for a weak spot in the 
zonule. 


In not a few cases one will encounter lenses in 
which the zonule does rupture at one or the other 
side of the vertical meridian. 


The moment that the operator is sure that the 
zonule has ruptured, the pressure on the globe is 
relaxed and for the first time slight traction on 
the forceps is exerted. 


DISLOCATION AND DELIVERY OF THE LENS 


As the delivery progresses the tip of the ex- 
pression hook follows the emerging lens and 
gradually folds the lower portion of the cornea 
behind it, maintaining this membrane against the 
lens. If the lens is hard, with very little soft 
cortical material, the operator can see a very defi- 
nite revolution of the lens around the horizontal 
axis. Many times, however, a lens with much soft 
cortex will actually mold itself in delivery and 
hang suspended on the forceps without any visible 
tumbling. 


In order to convey in a few words the various 
steps in the delivery of the lens, let me segregate 
them as follows: 


Fixation of the lens with the capsule forceps 
with no traction, pressure on the globe with the 
tip of the expression hook four or five millimeters 
below the limbus in the vertical meridian, a sliding 
motion with pressure to either side concentric 
with the limbus, pressure of vitreous against the 
back of the lower half of the lens and between the 
equator and the ciliary ridge; as the lens begins 
to show evidence of dislocation, begin traction 
and release scleral pressure, and as the movement 
progresses, more traction and a sliding upward of 
the tip of the expression hook to tuck the cornea 
behind the lens as it passes between the lips of 
the wound. 

Occasionally, just as the lens is about to be 
delivered and the cornea has been tucked against 
its posterior surface, it refuses to budge any 
further. It lies half in and half out of the wound, 
with the lower edge pointing toward the operator ; 
the body of the lens lies between the scleral lip 
above and the tip of the expression hook below 
with the cornea between it and the lens. 

The capsule forceps may retain their hold on 
the unruptured capsule or have torn this mem- 
brane, and despite the fact that the cornea is 
tucked behind the lens, it refuses to budge. There 
are times when this complication presents itself 
although the lens is not out of the wound far 
enough to permit of rotation by the concavity of 
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the expression hook. To meet this emergency, I 
devised the combined needle and capsule forceps. 
Without releasing the pressure with the point of 
the expression hook, I hold the lens in position, 
reverse the capsule forceps, transfix the lens with 
the needle and gently rotate it out of the wound. 


PROCEDURE AFTER DELIVERY OF THE LENS 


As soon as the lens is delivered, the conjunctival 
suture is tied. In the event that the capsule has 
ruptured as the lens is delivered, capsule tags 
which remain between the lips of the wound are 
very gently withdrawn with fine forceps. 

The iris is replaced by passing the spatula be- 
neath the closed wound from either side, and the 
conjunctiva is replaced. One per cent eserin and 
White’s ointment are placed in the lower cul-de- 
sac, and the lids are closed. Both eyes are covered 
with light pads held in place by adhesive strips, 
and the operated eye is covered with a Fox alumi- 
num shield. 

450 Sutter Street. 
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DISCUSSION 


W. D. Horner, M.D. (490 Post Street, San Fran- 
cisco).—Doctors McCool and Dickey have given us a 
clean-cut presentation of the way they do an intra- 
capsular extraction. That the method is sound and 
practical, | am convinced; for not only have I seen 
them beautifully demonstrate it many times, but I 
have had the opportunity of using it on my own 
patients. 


The increasing popularity of the intracapsular oper- 
ation is suggested by the recent appearance of several 
new and improved types of capsule forceps in instru- 
ment catalogues. These are designed to facilitate easy 
entrance to the anterior chamber, and to provide a 
more rugged grasp of the capsule. 


Intracapsular extraction may not be suitable for all 
ophthalmic surgeons nor is it necessary; yet for those 
who have had the opportunity to acquire the necessary 
technique, it offers the optimum in results. If we can 
remove a cataract intracapsularly and leave a round 
pupil, we have given our patient the maximum in cos- 
metic result, visual acuity and the elimination of post- 
operative complications, including secondary cataract. 

I would like to emphasize some of the safety factors 
mentioned in this paper. These are equally impor- 
tant, whether one operates by intra- or extracapsular 
methods. Proper administration of a hypnotic, such 
as barbital or allonal, will provide a good night’s rest 
for the patient prior to operation. A second adminis- 
tration an hour before operation reduces apprehension 
to a minimum. Pain during -operation is effectively 
prevented by a retrobulbar injection, and squeezing is 
reduced to a remote possibility by akinesis. Tension 
on the superior rectus suture makes it unnecessary 
for the patient to voluntarily look down, hence he need 
not be spoken to nor have the fear that he is not 
cooperating well. After deep orbital injections, the use 
of a superior rectus suture is imperative, since the 
patient will probably not have sufficient power in the 
inferior rectus to look down. I believe that the retro- 
orbital injection should be made before akinesis. There 
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is always the possibility of orbital bleeding. In my 
one case so far where this occurred, the propt 
appeared immediately, but I have been told of a c 
where injection was followed immediately by corneal 
section. Proptosis then occurred and led to loss of 
the ocular contents. By the time akinesis is given and 
the lid sutures placed, there is no likelihood of delayed 
orbital bleeding. 


After tying both preformed conjunctival flaps a 
those made during the section, I prefer the latter, 


I think that there is less troublesome bleeding at thy 
limbus. 


Lid control by sutures I believe originated from my 
service at San Francisco Hospital. The lack of a 
skilled assistant made it necessary for me to use in- 
ternes without previous eye experience. Single sutures 
in the upper and lower lids made it possible for an 
interne to assist satisfactorily where he would be un- 
reliable with a mechanical lid hook. I have never 
favored a lid speculum in cataract extraction. Multiple 
sutures are an advantage over a single one, so I have 
adopted a W-shaped suture, which supports the lid by 
four strands, and has proved adequate. 


We have not used a speculum or lid hooks at either 
of the University of California services for several 
years, and I am sure all of the staff will agree that the 
lids are held under better control than by any other 
method. The assistant can vary tension at will, can 
at once detect squeezing on the part of the patient 
and if necessary he may immediately close the eye by 
lifting the lid free of the incision and quickly drawing 
it down. This is much simpler than removing a specu- 


lum or lid retractor, and leaves one still in control of 
the lid. 


I have designed a special hemostat with jaws faced 
with brass which hold the lid sutures without slipping. 
On top of the upper blade there is a small hook 


* through which the superior rectus suture runs to be 


held taut by pressure of the assistant’s thumb against 
a small corrugated face plate. 

Occasionally, when the lens is half-delivered, the 
capsule ruptures and slips off the lens like a coat. The 
lens must be then delivered by rolling it out with a 
sharp spatula. If the capsule remains between the lips 
of the wound, it is safer to tie the conjunctival suture, 
wait a few seconds for pressure adjustment within the 
globe, and then carefully tease out the capsule remains 

For a shield, I much prefer an aluminum tea-strainer, 
which is shaped like a “doughboy’s” steel helmet with 
wide brim. The brim is cut down with tin snips to 
suit, and yields better protection than orthodox shields. 


It is also my routine to add sideboards to all cata- 
ract patients’ beds at night unless they have a special 
nurse. In spite of this precaution, two elderly men 
have recently tried to get up at night and have fallen 
out of bed. One was a postcataract, the other a cyclo- 
dialysis. Both escaped eye injury, but the shock pre- 
cipitated an attack of acute urinary retention. Neither 
had previously given any history of urinary difficulty. 


& 


A. Ray Irving, M. D. (1142 Roosevelt Building, Los 
Angeles).—Doctor McCool has given an excellent de- 
scription of technique used in intracapsular extraction 
of cataracts. There is no doubt that the removal o! 
the lens in capsule is the ideal when it can be donc 
as safely as the extracapsular extraction. 

The control of the lids by akinesia, the deep orbital 
injection, the bridle suture through the superior rectus 
the use of closure sutures, or conjunctival bridge, ani 
last but not least, the use of the lid retractor or its 
excellent substitute—sutures in the lid held by for- 
ceps, as described by Doctor McCool, are all safety 
measures. Even with these added safety procedure: 


it is not wise to persist in the delivery of the lens in 
capsule when difficulty is encountered in its deliver-. 
The uppermost thought in the operator should always 
be the restoration of vision with the least possi! 

complications. 
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Ropertc O’Connor, M.D. (450 Sutter Street, San 
Francisco).—I am glad to learn that Doctor McCool 
has been converted to the upper-lid sutures. I have 
been using them for at least fifteen years. They give 
wonderful control not only at the operation, but at the 
subsequent dressings when, as lid lifters, they make 
even touching the eye unnecessary. Fastened to the 
cheek by adhesive, they hold the paralyzed lids in con- 
tact. When I was demonstrating the bridge operation 
in Chicago last January, many observers were con- 
verted to these tractor sutures. 

In my further discussion I wish to emphasize three 
beliefs which many able ophthalmologists think are 
true: 

1. That a patient is entitled to the safest operation 
that will give useful vision. 

2. That there is seldom any real need to expose one 
to the added risks of any intracapsular operation. 

3. That the incidence of vitreous loss is certainly 
greater in intracapsular methods, and that all investi- 
gations have proved the late, if not immediate, bad 
results of such losses. 

I have never had the pleasure of seeing Doctor 
McCool do this operation, but I hear that he does it 
most skilfully. However, the worth of an operation 
is not proved by one’s skill in doing it. 

At times one hears this remark, “I think I’ll try 
an... intracapsular operation” made just as casually 
as “I think I’ll try a Manhattan.” I would like to see 
a summary of cases so operated. 

The advocates of intracapsular methods usually set 
forth several misleading arguments: 


1. To the effect that an immature cataract can be 
removed safely only by an intracapsular method, thus 
avoiding an indefinite period of waiting for maturity. 
This, of course, is not true. 

2. That secondary needling is required in most cases 
of extracapsular operation and that this is a dangerous 
procedure. This, likewise, is not true. 


3. In the writings of most intracapsular operators 
are found statements which, by indirection, exaggerate 
the surgical skill and general ophthalmic ability of the 
intracapsular, and belittle that of the extracapsular 
operator. 

To the effect that mechanical and visual results are 
far better after the intracapsular operation. My sta- 
tistics will disprove both of these statements, and 
Doctor Pischel’s discussion is even greater proof, espe- 
cially concerning the visual results, because he ex- 
cluded from consideration all the bad results which oc- 
curred in the intracapsular series, but did not exclude 
any from the intracapsular group. 


Dr. Arnold Knapp, after four hundred operations by 
a technique similar to Doctor McCool’s, is still of the 
opinion that it has the following disadvantages: 


_ 1. “The complications which are liable to occur and 
for which the operator must be prepared. 


2. ‘The frequency of capsular ruptures (about 40 
per cent). 


3. “Cases must be selected. 
4. “Suited only to tractable patients.” 


The question arises, why use a method that can 
be completed in only about 60 per cent of attempts, 
especially one that is “liable to complications”? 


As actual proof of my contention, I wish to submit 
my results in fifty-four consecutive extractions by the 
undetached conjunctival bridge method after prelimi- 
nary iridectomy as given, by invitation, before the 
Chicago Ophthalmological Society last January. Com- 
parison was made with those given by Knapp in re- 
Porting his fourth series of one hundred extractions 


by a technique similar to McCool’s. 


Knapp had the following complications due, as he 
thought, to the method: hyphemia, 11; prolapse of 
iris, 4; loss of vitreous, 5; late prolapse of vitreous, 4; 
retinal detachment, 2; glaucoma, 5; deep keratitis with 
Secondary glaucoma, 2; iridocyclitis, 1. Needless to 
Say, many of these wound up with useless eyes. 
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My mishaps in fifty (in four of my fifty-four an 
intracapsular could not have been done): Loss of 
vitreous, 1 (only a tiny bead. Vision two years later 
was 20/16, and no pupillary distortion); partial irido- 
dialysis due to jerking, 1 (final vision was 20/20 per 
cent); late subconjunctival vitreous protrusion, 1 (the 
patient, without my permission, on the twelfth day 
removed the mask and attended a wake. Something 
occurred, for at the next visit the protrusion was 
present. A pressure bandage flattened things out 
promptly, and for a time her vision was 20/30; but 
gradually membranes formed in the vitreous with re- 
duction of sight, which at the last visit was 20/150. 
This case proves that undue disturbance of the vitre- 
ous, even though none be lost, is harmful. It was the 
only failure in the list, and at that, not due to the 
operation as a type.) 

Comparison of the visual results: 

Knapp listed those in seventy-eight, excluding those 
that had pathology or operative complications. Out 
of this number, fifty-one had 20/20 or better (66.8 per 
cent); twenty-seven had 20/30 (33.2 per cent). My 
series had thirty-nine similar cases, out of which 
thirty-three had 20/20 or better (84.6 per cent); four 
had 20/30 (10.3 per cent); one had 20/40; one had 
20/50. Two of the six with less than 20/20 were 
illiterate and several of the other four could have been 
improved by needlings but, having good reading vision, 
were satisfied. 

This comparison, in my opinion, proves my con- 
tentions as given at the beginning of the discussion. 

When results by a relatively infrequent operator are 
so much superior to those by a frequent and most 
expert one, I think that the credit, therefore, must be 
given to the type of operation used. 


A paragraph from Dr. J. M. Wheeler’s talk on 
“Modern Surgery in Ophthalmology” for the Academy 
last year I think should be known and followed by 
everyone who hopes to do good ophthalmic surgery. 
“Here the principle that I want to emphasize is that 
of simplification of technique. Sutures should not be 
passed through eye structures unnecessarily; and surgi- 
cal maneuvers should never be complicated if they can 
be kept simple. They should never be difficult if they 
can be made easy.” This has been my own belief and 
practice since I first started surgery of the eye twenty- 
seven years ago. - 


Doctors McCoo, anp Dickey (Closing).— Doctor 
Horner’s suggestion that the retro-orbital injection be 
given before the lids are blocked, in anticipation of a 
possible retrobulbar hemorrhage, may be a good one. 
However, I believe that if the plunger of the syringe 
is withdrawn slightly after the needle is in position 
there is little likelihood of the solution entering a vein, 
and the small amount of the solution injected should 
not cause any proptotis—certainly not enough to com- 
plicate the operation. 

Doctor O’Connor is mistaken in assuming that I 
am converted to his method of upper-lid control. I am 
not. In cases such as the one shown in his illustra- 
tion, the eye is obviously a sunken one with a very 
lax upper lid, and in these cases a single suture will 
afford ample opportunity for the necessary operative 
manipulation. However, in those bulging eyes, in 
which, more than all others, it is necessary to raise 
the entire tarsal plate from the globe, I believe that 
three points of traction are preferable to one or two. 


The major portion of Doctor O’Connor’s discussion 
is a criticism of the intracapsular, and a defense of the 
extracapsular operation for the extraction of senile 
cataract. 


For those surgeons who have never performed an 
intracapsular operation and never intend to do so, 
either from choice or because they feel that it is too 
dangerous, my paper will have no appeal. 

It dealt with certain points in technique applicable 
to the intracapsular operation, and was not a dis- 
cussion of the relative merits of the two operations. 
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BODY MEASUREMENTS OF JAPANESE 
CHILDREN BORN IN AMERICA 


By P. M. Susk1, M.D. 
Los Angeles 


THE author is frequently asked by American 

colleagues, what should be the height and 
weight of a Japanese child at a given age, but 
there is no satisfactory and positive answer avail- 
able. The only answer would be that there is not 
much difference from the height and weight of 
white American children up to fifteen or sixteen 
years of age. This statement is based upon the 
annual measurements of Japanese children in Los 
Angeles for several years, and the comparison of 
these figures with American as well as Japanese 
standards. The children born in America of 
Japanese parents are found to surpass, between 
ages of seven and fifteen, Japanese children in 
Japan, by 7 per cent in stature, 20 per cent in 
weight, 9 per cent in total leg length, and 7 per 
cent in chest circumference.’ 


PURPOSE OF THE STUDY 


The purpose of this paper is to present the 
measurements made of Japanese children born in 
America, including the stature, weight, sitting 
height, total leg length, chest circumference, and 
the Rohrer’s index of the body build, which is the 
ratio of body weight in grams to the cube of the 
stature in centimeters. The sitting height, leg 
length and chest circumference are also given 
relative to the stature. 

An attempt is made to prepare the standard 
for American born Japanese children in stature, 
weight and Rohrer’s index by smoothing out the 
curves corresponding to figures thus far obtained. 
Further annual measurements will, of course, add 
to the number observed, and naturally the stand- 
ards will undergo changes through corrections. 


But, at the present time, the tables of stature, 


weight and Rohrer’s index thus obtained are use- 
ful in evaluating the measurements of individual 
Japanese children born in America. 


CLINICAL MATERIAL USED IN THE STUDY 

The standards are based on 2,232 measurements, 
many of them being of the same children observed 
over and over again at intervals of about a year, 
involving probably about 800 children of private 
Japanese schools in Los Angeles. These children 
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were all born in America, mostly in Southern 
California, although a small percentage of them 
were born in other states and the Hawaiian 
Islands. Those born in Japan were excluded. 

In order to eliminate the possibility that the 
cause of the superior height and weight of 
American-born Japanese children might be the 
nativity of parents in a locality producing large 
people, the inquiry has been made as to the home 
prefecture of parents.* They were found to have 
come from twenty-nine prefectures well scattered 
all over Japan, except the extreme north, where 
the natives are known to grow a little taller than 
the rest of the Japanese. 

This series of measurements was started in 
three Japanese schools of Los Angeles in 1931, 
and followed annually at about the same time of 
the year (May-June), including 1934. Martin's 
anthropometer, consisting of a graduated rod, 
with a horizontal arm, fixed on a pedestal to 
stand straight on the floor, was used. The sitting 
height was obtained by measuring the height of 
the top of the head from the sitting suriace, 
while the child was sitting with straight back and 
erect head. The leg length is intended to mean 
the height above the floor of the head of femur 
in standing position; but, as this measurement is 
not practicable, the formula of Martin’s was used.° 
The method is to measure the height of the ante- 
rior superior spine of the ilium above the floor, 
and reduce therefrom 15 to 50 millimeters, ac- 
cording to the stature. Martin calls this measure 
the total leg length because it includes the feet. 


CLASSIFICATION OF THE AGE GROUPS 


In classifying the children into different age 
groups, the so-called nearest birthday system was 
used. The children from six years and six months 
to seven years and six months are classed under 
seven years, and so on with other ages. This must 
be borne in mind, and the proper allowance should 
be made when making comparison with results of 
other investigators, who may divide them into 
groups containing children from one birthday to 
the next, etc. 

RELATIVE MEASUREMENTS 


In stature, at about fifteen years of age, boys 
attain heights over 160 centimeters, while girls 
barely go over the 150-centimeter level after four- 
teen. In body weight, boys reach 54 kilograms at 
sixteen, and do not seem to continue the growth 


TasBLe 1.—Standard Height and Weight for Japanese Children Born in America 
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TABLE 2.—Rohrer’s Index of the Body Build 
Arbitrarily Smoothed Curves) 


(Based on 


1390-1410 
1360-1380 
1330-1350 
1310-1330 
1280-1300 
1260-1280 
1240-1260 
1230-1250 
1230-1250 
1240-1260 
1260-1280 
1280-1300 
1300-1320 
1310-1330 
1310-1330 


1380-1400 
1350-1370 
1320-1340 
1290-1310 
1270-1290 
1250-1270 
1250-1270 
1270-1290 
1290-1310 
1300-1320 
1310-1330 
1320-1340 
1330-1350 
1340-1360 
1340-1360 





rate they had up to that age, while girls make the 
level of about 46 kilograms at fifteen, again a 
year earlier than boys, and the rate of growth is 
very slow after that. In the Rohrer’s index, girls 
are lower than boys to the age of eleven, where 
they reach the lowest point ; then they go up, keep- 
ing thereafter a decidedly higher level than boys. 
Boys reach the lowest point two to three years 
later than girls, and then go up, the lowest point 
being a little below that of girls. 

In sitting height and leg length, boys make a 
gradual increase at a fairly uniform rate to fifteen 
years. Girls increase in leg length to twelve years 
and in sitting height to fourteen years, after 
which the rate of increase is markedly reduced. 
The increase in leg length is greater than that of 
sitting height, so that the curves cross at about 
the tenth year (if the curves of sitting height 
and leg length are compared); after which the 
leg length is always larger than the sitting height 
in boys. In girls, after the fourteenth year, the 
leg length becomes much smaller than the sitting 
height. The chest circumference in boys increases 
at a fairly uniform rate to the twelfth year, after 
which the rate is slightly increased for three or 
four years. The girls’ curve is slightly below the 
boys’ curve to the twelfth year, when it reaches 
the boys’ level, and then the rate of increase is 
less until the fifteenth year. There is little change 
after that. 


In the relative sitting height curves, boys and 
girls go down together until the twelfth year; 
then girls go up gradually, while boys continue 
to go down till they reach the fifteenth year, when 
they take an upturn. In the relative leg length, 
the boys and girls go up together to the twelfth 
year, then both go down, but the girls’ curve goes 
down at a sharper angle. In the relative chest 
circumference, boys and girls alike take a down- 
ward curve to the eleventh year, then they go up, 
but girls are generally lower by 2 to 3 per cent 
at all ages. 


THE STANDARDS FOR AMERICAN-BORN JAPANESE 


The actual curves of the height, weight and 
Rohrer’s index are more or less irregular, owing 
to the small number of children, especially in the 
two age extremes. It was thought desirable that 
these irregularities should be smoothed out, with- 
out altering the general direction and contour of 
curves. Tables 1 and 2 represent the figures of 
these new curves. 
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It is seen that girls surpass boys in height at 
the age of twelve, and in weight at the ages 
twelve and thirteen, respectively. Boys are at the 
peak of annual growth rate at the age of four- 
teen, both in height and weight, while in girls 
this occurs at the age of twelve. The annual 
growth rate gains slowly until the peak is reached 
in all cases, and then the decrease is rather rapid. 

205% North San Pedro Street. 

REFERENCES 


1. Suski, P. M.: The Body Build of American-Born 
Japanese Children, Biometrika, London (Dec.), 1933. 

2. Pearson, Professor K.: In personal communica- 
tion, suggested to exclude the possible alternative 
explanation that the children in question are from 
parents who came from localities where bigger stature 
is general. 


3. Martin, R.: Anthropometrie. 


A SHIP SURGEON’S LOG* 


By R. W. Hooker, M.D.7 
New York 


LL visitors ashore, please!’ The bugle sounds. 
Officers in trim uniforms take their stations. 
Stewards hustle belated hand baggage. A veritable 
bedlam of voices, kisses and tearful farewells, and 
sinuously the crowds file out and down the gang- 
way waving back at the passengers that now line 

the rail. 

THE SHIP IS ON ITS WAY 


Meanwhile, from a retired position, the ship’s 
surgeon is quietly but keenly sizing up the pas- 
sengers with almost uncanny accuracy which mere 
observation, born of long experience, has taught 
him to do. It is the lull before the storm that 
breaks over the ship’s Medical Department. Sud- 
denly, “You are wanted in the hospital, sir!” 
“What,” he muses, “we are not out of the nar- 
rows yet!” But hurries down to the hospital, just 
as they come lugging ina big brawny fellow from 
the engine rooms. A shoulder joint dislocation, 
and so rigid that we have to give ether to reduce it. 
Right here let me observe that of all the thousands 
of passengers who ask me innumerable questions, 
not one ever seems to think of the crew as a part 
of the ship surgeon’s job. “Oh!” they say, “I 
never thought of that.” One wonders what they 
do with their thinkers. We are carrying a crew 
of four hundred with a capacity of eight hundred 
passengers and only one doctor, one nurse and 
one hospital attendant. Yet somebody will be 
sure to ask him the first day, as he hurries forward 
to the fo’c’sle dispensary to attend a dozen men, 
“Why, is anybody sick, doctor?” Too busy to 
answer, he only nods, smiles politely and hurries 
on with the usual rejoinder fading on his ears, “I 
don’t see anybody seasick around here.” On 
smooth seas, about one passenger out of one hun- 
dred gets seasick. The big Leviathan used to carry 
about nine hundred crew with a capacity of sev- 


s From the Medical Department of the Panama-Pacific 
Steamship Line, S. S. Virginia. 

7+ Editor’s Note.—During our return trip from the recent 
American Medical Association session at Atlantic City, we 
met Surgeon R. W. Hooker, and persuaded him te submit 
this interesting narrative to CALIFORNIA AND WESTERN 
MEDICINE. Out here on the West Coast, where the Pacific 
Ocean laps the shores of California, these medical stories 
of the sea should have a lure for many readers 
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eral thousand passengers, two doctors, one nurse 
and two hospital attendants. The same things hap- 
pen to people on board ship as on land—anything. 

THE SHIP SURGEON'S MISCELLANEOUS DUTIES 

It is a part of the doctor’s duty, when he has 
finished his professional work for the day, to 
help entertain in the social hall, to introduce 
people and see that they have a good time, and 
sometimes conduct the divine services on Sunday. 
It not infrequently happens that certain people are 
committed to his care and special attention—old 
people, invalids, young people traveling alone, and 
children. We are always glad to have happy chil- 
dren aboard. In their rollicking games they make 
us happy. 

RECITAL OF SOME EXPERIENCES 

Some of our experiences are very amusing. As 
I write, there is on board an old gentleman. He 
has come all the way from the Hinterland with 
his long shiny black coat and funny little hat. 
Yesterday he appeared at the door of the hospital, 
and by signs gave me to understand that he wanted 
some medicine for his stomach. I reached for the 
“Sailors’ Standard,” and poured him out a good 
sized swig of something that looks like wine, but 
has a different effect. Something like the concoc- 
tion of black walnut juice our mothers used to 
give us. He took a sip and made a wry face and 
spat, and went off shaking his head. An hour 
later he came back and handed me an empty vial, 
and smiled as if to say he had reconsidered. I 
gathered that he had figured what a chump he 
was for turning down something intended for his 
good. I then poured his vial half full of cascara 
sagrada before filling with the other liquid, and 
had an interpreter explain that it contained six 
doses instead of one. He went off chuckling to 
himself over the bargain he had made in the deal. 
Every time I see him now he smiles in friendly 


fashion. rr 


We were running out of Balboa in rather heavy 
seas and it was past midnight. My hospital attend- 
ant came to awaken me, saying that a tourist 
passenger had tumbled down the companion way, 
and was bruised and bleeding from a scalp wound. 
I dressed hurriedly and went to the operating 
room. Behold! It was Etara, the man “Friday” 
to William A. Robinson, who had recently sailed 
around the world as “King” of a small yacht with 
only this South Sea Islander as a helper. Poor 
Friday had been lingering too long in some night 
rendezvous for sailors in Panama City. “Big 
ships, bah!” said he, and spat in the waste recep- 
tacle. “I hav’ sail roun’ worl’ wit’out scratch, 
and now I fall down ladder big ship and go 
cuckoo,” he continued with a show of disgust, 
as we stanched the blood and applied the dress- 
ing. A little wizened sailor, he was, typical of the 
cooks and deckhands of the thousands of small 
craft that go toiling over the rough and tumble 
of the seven seas, and into every nook and bight 
of isle and mainland. Superstitious to the limit, 
and never satisfied for long on land save for a 
bit o’ grog, then back again to battle with the 
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elements. As we try to fathom their intent and 
wanderings, we are reminded of the saying oj 
Solomon: “There are three things which are too 
wonderful for me, yea, four things I know not: 
the way of an eagle in the air; the way of a ser- 
pent on a rock; the way of a ship in the midst 
of the sea; and the way of a man with a maid.” 
7 7 7 

One night I stood leaning on the rail of the 
boat deck watching the flash, flash of the signal 
lights of a tramp steamer talking to us in passing. 
The conversation finished, our operator said, 
“Well, I must be on my way now; excuse my 
dust, please.” Quickly the little dickens flashed 
back, “Oh yeah?” and went trudging on its lonely 
way, presently lost to sight over the horizon. All 
honor to these brave little tramps sailing fear- 
lessly over the wild and stormy deep, bearing 
commerce to many lands. 

It is to this class of ships who carry no doctors 
that we are called by S. O. S. to render treatment 
almost daily. I shall never forget one terribly 
stormy night, on my first voyage, off the West 
Indies where those frightful hurricanes make up, 
I was awakened and summoned to the radio 
room. “We are sorry to trouble you, Doctor, but 
there is a distress signal off our port bow about 
two hundred miles.” It was a small Italian vessel 
whose master was trying to convey to me in a 
mixture of Italian and broken English the symp- 
toms of his chief mate who was desperately ill. 
From my knowledge of Spanish I figured out 
and radioed to him what to do. I then sat down 
to listen for awhile; for I, too, had learned the 
code. The static was terrible that stormy night, 
but soon the answer came sputtering in, and this 
was what he said. “Dee seek he ees better, receev’ 
our tanks. Gud bye, sir, God speed you on your 
way.” An example of the old time courtesy of 
the sea. Months afterwards I saw that old tramp 
lying in port, in Brazil, and went aboard her to 
shake hands with the grizzled old Captain and 
his faithful mate whom I had treated by radio. 

7 - 7 

I must not forget to mention that we picked 
up the three castaways who were stranded so 
long on Cocos Island off the Costa Rican coast 
and brought them into New York. Cocos Island 
lies about six hundred miles to the southwest of 
Costa Rica. It is the legendary depository for 
the hidden treasures left by the old buccaneers 
of the romantic days of the Spanish Main. Since 
those far off days it has been the quest of many 
a voyage in the hope that they might find the 
fabulous wealth supposed to be buried there. Very 
few ever come back to tell the story of their 
strange wanderings and intense suffering while 
under the spell of that lonely island. Off the 
beaten paths of ocean travel, one stands a poor 
show of ever being found when stranded there. 
It was mere chance that sent a portion of our 
naval fleet in its maneuvers off Balboa roads 
within reach of the island on this recent occasion, 
when they picked up these three poor fellows 
who had lost their small boat with all supplies 
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and left them naked and starving for more than 
six months, save for cocoanuts and whatever 
insect life they might find upon the sands. They 
were all emaciated and bedraggled, and well nigh 
starved to death, and it fell to my lot to nurse 
them back to health and strength. Their story 
was told graphically in a recent magazine. I men- 
tion them to show some of the interesting things 
we are called upon to do. 
v 7 7 

Those were tense moments that afternoon on 
the steamship President X, as the passengers stood 
around in groups and at the taffrail of the after 
deck talking in undertones, and watching for the 
first sign of news from the operating room. An 
anxious mother was traveling with two little boys, 
while the father was on the other side of the 
ocean... 

She had appeared at the doctor’s consulting 
room with the older at the five o'clock clinic, his 
face all drawn with pain and his little body bent 
almost double. No sooner than the doctor had 
looked at him he recognized signs of appendicitis, 
and upon a closer examination he believed it to 
be gangrenous. It was not easy to advise a mother 
traveling under those circumstances of the seri- 
ousness of the situation, and only one who has 
gone through such an experience can understand 
her feelings and responsibility. But no time must 
be lost; it was a matter of life or death, as the 


appendix would have ruptured in a few hours. 
So when her consent was given in tears, the 
Captain was advised to stand by to slow down 


or stop the ship when all was in readiness for the 
operation. Within less than an hour the big 
engines ceased to throb and the ship lay motion- 
less upon a quiet sea. The operation was hur- 
riedly done, removing a perfectly gangrenous ap- 
pendix six inches long from a child of eight. 

When I saw him in the New York hospital on 
the morning of our return sailing, the little fellow 
lay smiling from his pillow, and looking up at 
me, he said, “Oh yes, you are my doctor from 
the ship.” That was recompense enough for me, 
for truly as the father had said to me on arrival: 
“Doctor, there are some things which cannot be 
valued in money,” and then he choked up. 

7 F 7 

“What do you say, Pop?” Pop only grins and 
takes a long pull on his pipe, for he has had a 
good breakfast, and sat down to smoke in peace 
and contentment. Pop was a mental deportee, 
one of the many we are called upon to take over 
on our voyage east bound. Let me say for them 
that not many among them ever give us any 
trouble. We keep them in our hospital under 
lock, sometimes a half dozen, until we get well 
out to sea. They seem to get very docile, and come 
to like the doctor and attendants. Then we open 
the doors and give them more liberty. We can 
see them peering out of the wards like monkeys 
in the Zodlogical Gardens in Buenos Aires, or 
the Hagenbeck grounds in Hamburg, and chuck- 
ling over our treatments for other patients. Then 
we let them out on deck under guard. We be- 
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come very much attached to them. When they 
leave us for their homes in the interior of Europe 
we wonder if the people will be kind to them as 
we have tried to be. 

Poor old Pop became very ill one night, and 
when I got to him he was unconscious and 
frothing at the mouth. It was a case of retention 
and it took us a long time to relieve him. In fact, 
he was very weak when he left us in Hamburg 
going to far away Ukrania. He looked so old 
and ‘sick as he hobbled away, and we turned our 
backs to hide our tears. 

7 7 7 

Romance! That’s what a girl likes. I shall 
never forget the look of appeal on Mary’s face 
that morning when I passed her on the promenade 
deck. Mary was not her name, but we will call 
her that. What a beautiful girl she was, so young 
and unacquainted with the ways of the world. She 
was traveling alone, all the way to Rio de Janeiro 
to marry the man she loved. “John” was a civil 
engineer engaged in the building of some big dam. 
She had been terribly seasick for several day s, and 
had been constantly under my watch, but on that 
particular morning she seemed frightened out of 
her wits and was crouching there in her deck 
chair and looked for all the world like some beau- 
tiful fawn, her eyes big with fear and tender 
appeal. Instinctively I answered her signal of 
distress, and sat down by her while she poured 
out her story with tears in her voice. Two brazen 
world travelers—they are on every ship—had 
taken complete possession of her and ordered a 
table for three in the dining room. She begged 
to sit at my table, and it so happened I had a 
vacant seat. So I introduced her to the lovely 
table companions who had been assigned to me, 
and we had a very delightful voyage all the way. 
On arrival in Rio I was busy for a while with 
the port officers, but on coming out into the lobby 
I spied Mary clinging to her John, and looking 
radiant with happiness. “Mary, is this John?” 
said I. “Oh yes,” she said, fidgeting around him, 
while John was looking down at the floor all 
teased but proud as Lucifer. “But I don’t know 
what to say,” she burst out. “Don’t say anything,” 
I said, “just kiss him.”’ Then I made it convenient 
to look the other way. Nobody was paying any 
attention anyway, all in a hub- bub saying how dy- 
do? and good-bye! to their own people. “Good- 
bye, Mary, good-bye, John.” “Good-bye, Doctor,” 
they answered back as they went down the gang- 
way, hand in hand. Out into the streets of that 
beautiful city. Out into its glorious parks and 
gardens, a veritable paradise on earth. Out into 
the sunshine of life, just as all others have gone 
down through the ages since the Garden of Eden, 
to enjoy their honeymoon! I stood looking on.... 

y v 7 

On one of my runs to South America, it fell to 
my lot to treat a case of myeloid leukemia, a dis- 
ease so rare that many doctors never have one in 
a lifetime’s practice. It was the only case I ever 
saw. The patient was at the head of a foreign 
legation which propriety forbids mentioning. Been 
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in Washington seventeen years, and they were 
trying to get him home to die. Just my luck to 
take him on my run. Our competing company 
had refused to take him, as it was required that 
he be delivered dead or alive. The day before 
sailing our manager called me and asked if I 
would undertake it, and, being of an adventurous 
nature, I said, yes. Now, what was I to do? I 
didn’t know how to embalm, so I rushed up to 
one of the elite mortuaries on Riverside and the 
head embalmer told me he could teach me in a 
short while so I could get by at least. So I went 
to school, one night! I worked frantically all 
night and all the next day, and came out with six 
bodies to my credit; and could take care of my 
own end results! 

Just as I reported for duty the next afternoon 
they brought my patient on board and placed him 
in the most luxurious suite we had. He had been 
brought from Washington on a special train. 
When I stepped into his cabin in uniform and 
stood at attention, he asked his wife, “A quien 
tenemos aqui?” (Whom have we here?) Quick 
as a flash I answered, “El médico del vapor, senior, 
servidor de usted.” (The ship’s surgeon, sir, at 
your orders.) That’s the way you have to say 
it in Spanish. Seventeen long days by fast steamer 
to his home and the company did not expect him 
to live five days. Surely I will be pardoned if I 
say that I lost no time. I played my trump with- 
out waiting. Our manager had said that if there 
was anything I needed, to spare no expense; he 
would put it on board for me. I had, therefore, 
provided myself with two of the very best tonics, 
both well known to the medical profession; not 
in the hope of saving his life, but simply to pro- 
long it, if possible, to his home port. After a few 
doses I heard him say to his wife, “I feel better, 
something is getting a grip on me.” 

Then the fight was on in earnest. The nurse 
and I took turns just as the officers on watch. 
Stimulants, tonics, ice-packs, everything we could 
think of to give comfort and stay the ravages 
against the fighting army of white blood cor- 
puscles. Already 150,000 (the normal count is 
from 8,000 to 12,000), the count steadily arose to 
1,000,000. He was literally burning up alive! 

This was the most thrilling experience I ever 
had in a fight with that grim monster to whom 
we must all inevitably yield. There were on board 
bankers, statesmen and presidents of big business. 
The eyes of the medical profession of the capitals 
of two great nations were on one poor little ship 
doctor to see what he would do. A daily bulletin 
must be broadcast. At Rio de Janeiro the am- 
bassadors of three nations came aboard to pay 
their respects. The substituting ambassador passed 
us on the high seas and saluted. Need I describe 
my feelings? 

We were steaming out of Santos, Brazil, when 
he died, fifteen days out and only three days from 
home! I choked down my feelings and set myself 
to the grim task of embalming. It took me four 
hours to do the job to my satisfaction, for I had 
taken him the Tutankamen way, and his people 
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seemed pleased with the way he looked. Our 
officers came down off the bridge and acted as 
pall-bearers, and we let him lie in state in our 
lounge, the casket draped in his national colors. 
On arrival he was received in military pomp, the 
President, himself, attending. 

AFTERTHOUGHTS 

“Doctor, do you like to work on a ship?” 

“Yes, why not?” 

“Doesn’t it get awfully monotonous ?” 

“No, we are constantly going. In the course of 
time we get to all the ports of the world. Then 
the personnel changes with every voyage. Sooner 
or later we meet the leading celebrities of all lands. 
I have enjoyed this close personal touch in a very 
pleasant way with so many nice people whom | 
never would have known otherwise.” 

It is our privilege to treat all kinds of people, 
from the humblest immigrant to the world’s most 
famous characters, Hollywood celebrities, New 
York’s high-powered business men, senators, am- 
bassadors, premiers and world conference dele- 
gates are among our patients. In fact, it so hap- 
pened recently that the Secretary of State of the 
United States with his entire committee and secre- 
taries honored us by traveling on our ship en 
route to the London Economic Conference. He 
graciously stood with the doctor for a photograph, 
which is prized as an invaluable possession. 

7 Y 7 

As to monotony, what is more monotonous than 
a doctor’s life on shore? From bedside to office, 
office to hospital, day and night in a ceaseless 
round, year in and year out, with very little time 
for vacation. It is like being chained to one’s 
oars forever. 

And then, if I can do any good to this world- 
wide clientele, thousands of ships that carry no 
doctors but reach us by radio, multitudes of pas- 
sengers of all kinds and nationalities, our own 
crews of sturdy fellows who happen to all sorts 
of accidents—if I can do any good, I say, with 
kind sympathetic treatment, with a happy smile 
and a cheerful word, as I go on my way, I shall 
not have lived in vain. 

Steamship Virginia, Panama-Pacific S. S. Line. 


TREATMENT OF LACERATED SOFT PARTS 


By Epomunp Butter, M.D. 
San Francisco 
Discussion by Clinton D. Collins, M.D., Fresno; Lane 


Falk, M.D., Eureka; Dudley V. Saeltzer, Jr.,M.D., Sacra- 
mento. 


HE character and extent of the debridement 

in lacerated wounds is influenced by the follow- 
ing factors: 

1. History of the accident. Special emphasis 
en the injuring forces, the location of the acci- 
dent and probable contamination of the injuring 
instrument. 


2. Careful examination of the clothing, as to 


missing portions, rents and tears, in the region oi 
the wound. ' 
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. Past history of the individual, especially in- 
quiring into previous infections and any lack of 
resistance to infection. 

4. The extent and number of the injuries, and 
the blood supply to the part. 

The condition of the patient as regards 
shock. Amputations may be delayed until general 
condition improves. 

6. Condition under which you rendered treat- 
ment, as to the presence of hospital and proper 
equipment. First aid in all of its refinement may 
be given in a modern hospital; and only hemor- 
rhage control, splinting, and a simple protective 
dressing should be carried out along the highway. 


AIM IN TREATMENT 


Our desires in the treatment of all wounds is 
primary healing, but there are three main fac- 
tors tending to interfere: The most important is 
the presence in the wound of bacteria-bearing 
foreign material. The next is the presence in the 
wound of devitalized tissue. And third, there is 
the introduction of pathogenic bacteria into the 
wounds by the injuring instrument. 


PROCEDURES IN TREATMENT 


The great problem, therefore, is: Are we able 
to perform the necessary debridement and soft- 
tissue repair without introducing more bacteria, 
or traumatizing tissue, so that ‘the ever-present 
skin flora may be activated ? What do we hope 
to have following our repair? A wound free of 
foreign material, devitalized tissue, and bacteria? 
The simplest procedure to relieve the wound of 
these insulting foreigners is most desirable. The 
one condition that so often excites the patient, and 
frequently befuddles the surgeon, is hemorrhage. 
There are just two things that sometimes come 
into the mind of physicians when confronted with 
the lacerated, bleeding wound: first, the control of 
bleeding, and second, the suturing of the skin, 
often overlooking severed tendons and severed 
nerves. Hemorrhage must be controlled, and if 
unable to make sufficient pressure with sterile 
gauze directly over the wound, the tourniquet, 
preferably a blood pressure apparatus cuff, should 
be applied. A careful examination is now made 
for cut tendons and nerves. This finished, the skin 
adjacent to the wound (the immediate wound 
being covered with gauze) is prepared by shaving 
cleansing with ether or benzine, washing with 
alcohol and painting with any of the efficient skin 
antiseptics. The edge of the gauze is now raised 
sufficiently to expose just the margin of the skin 
on one side of the wound, and this remaining skin 
is prepared in the same manner. The clean skin is 
now covered with a piece of fresh gauze, and 
a similar preparation of the other skin margin is 
carried out. We are now confronted with the 
surgically prepared skin field up to the margin of 
the wound. The immediate edges of the skin are 
excised with a sharp knife, the wound margins 
are retracted and elevated, and the wound is irri- 
gated with peroxid and sterile water, 1 to 5 being 
of sufficient strength. The removal of clots and 
hair, and particles of clothing may be aided by 
sponging with a small sponge mounted on a Mayo 
clamp. Continue the irrigation until all regions 
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of the wound have been reached, 
washing away the froth with sterile saline solu- 
tion, to inspect the depths of the wound. Look 
for foreign bodies, soft tissues impregnated with 
dirt and bits of devitalized soft parts. It may be 
necessary to irrigate many times before all foreign 
material has been removed. When the extent of 
the injury is ascertained, explore the entire wound 
with the gloved finger. Local anesthesia will be 
necessary. The tourniquet is gently loosened, and 
bleeding vessels are sutured if possible, and other- 
wise clamped and ligated. The cut end of the 
vessel is usually seen and is secured without in- 
jury to near-by veins or nerves. Such injury 
nearly always occurs when diving into a bleeding 
wound, and blindly attempting to clamp vessels. 


occasionally 


OTHER FACTORS TO BE CONSIDERED 

Now is the time the decision has to be made 
as to: 

1. Immediate repair of tendons or nerves. 

2. Whether only the skin is to be closed, and 
if infection does not take place, secondary repair 
to be made later. 

3. Whether the wound is to be packed and 
allowed to heal by granulations. If you are reas- 
onably careful in your mechanical cleansing, and 
it has been possible to remove all gross contami- 
nation, immediate repair is performed. Fine silk 
on small round needles is used for the approxi- 
mation of nerves, and heavy braided silk for 
tendons. As each tendon end is located, the suture 
being placed in such a way as to leave the two 
ends of the suture protruding from the cut end 
of the tendon, all further traction is made on the 
suture, and if the tendon retracts within the 
sheath no difficulty is encountered in the reloca- 
tion of the tendon. After all sutures have been 
placed in all located cut tendon ends, the patient 
may be asked to make movements, aiding in the 
identification of each individual tendon. It is not 
uncommon in the volar surface of the wrist to 
suture the cut end of the median nerve to a ten- 
don. Kanaval mentions this error repeatedly. If 
possible, it is well to repair the rent in the sheath 
of the tendons with fine silk or fine catgut. It is 
well to place the extremity in such a position that 
the wound in the tendons and the wound in the 
sheath will be in different planes. 


SPECIAL MEASURES 


There are a few points in the technique of 
locating tendons which it may be well to mention. 
Sometimes the wound has to be extended in the 
direction of the tendons. Bunnell makes a small 
incision proximal to the wound, locates the ten- 
don, and pushes it through to the original wound. 
Usually approximation of the origin and inser- 
tion of the muscle, as in flexing the elbow and 
the wrist and the fingers, is sufficient to cause the 
cut ends of the tendon to protrude. Squeezing the 
belly of the muscle may produce sufficient elonga- 
tion to push the tendon out of the wound. Tight 
bandaging of the forearm, beginning at the elbow, 
may be required to help find cut tendons. A 
slender Allis clamp, such as that designed by Judd 
for common duct surgery, may be passed’ into the 
sheath and grasp the cut tendon and help with 
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its delivery, always remembering to be as gentle 
and atraumatic as possible with all soft parts. 
Placing the suture immediately on location of the 
tendon does away with much handling and crush- 
ing. The annular ligament or fascia may be 
approximated with fine silk or fine chromic gut. 
I prefer to use interrupted fine silk in the skin. 
A light plaster dressing or molded splint, reliev- 
ing the tension on the muscles and tendons, is 
necessary. The general condition of the patient 
must be watched: he should be allowed a reason- 
able diet, a moderate use of alcohol and tobacco, 
and necessary regulation of the bowels and a mild 
sedative to insure sleep. 

The wounds are always dressed with compresses 
of glycerin and alcohol. There is at times more 
or less induration of the wound and considerable 
rise in temperature. This does not call for open- 
ing of the wound or blind probing for purulent 
infection. A reasonable delay is often rewarded 
by the disappearance of the swelling. After sup- 
puration does occur, free drainage must be insti- 
tuted, and occasionally fair functional results are 
had in the presence of low grade infection, sup- 
purative in type. 

Passive motion should be instituted following 
repair and continued daily. Five to seven weeks, 
depending upon the condition of the patient and 


the blood supply of the part, are required for 
union of the tendon. 

490 Post Street. 

DISCUSSION 

Ciinton D. Corts, M.D. (Physicians’ Building, 
Fresno).—The principles outlined by Doctor Butler 
in handling lacerated soft parts are undoubtedly sound 
and should serve as a standard, or as nearly so as such 
surgical treatment can be standardized. 

The time element is a very important one. Most 
patients now come directly to hospitals, or they can 
be removed there within a short time after the injury 
occurs, 

Unless there is definite contraindication, the repairs 
should be made immediately. Even though the sur- 
geon cannot be sure of a clean wound, a large ma- 
jority will repair by primary healing. If suppuration 
does occur, the gap between severed tissues is lessened 
and secondary repair is easier. 

It is usually better to remove soiled or devitalized 
tissue with a sharp knife than to try to scrub it clean. 

The three important factors brought out in this 
paper, it seems to me, are: 

1. Immediate surgical repair should be done in most 
cases. 

_2. There must be sufficient debridement of damaged 
tissue. 

3. Accurate approximation of all severed tissues is 
necessary for restoration of function, as well as cos- 
metic results. 

% 


Lane Fark, M.D. (First National Bank Building, 
Eureka).—There is little that I can add to the subject 
under discussion, except to advise the reader to re- 
read Doctor Butler's article several times; it will come 
in handy in the daily work of the general surgeon. 
I would like to reémphasize and add some of the fol- 
lowing points: 

1. Remember your anti-tetanus serum in these cases. 


2. All lacerated and contused wounds are infected. 


Treat them as such. 

3. After the primary application, use antiseptics 
sparingly, and debridement primarily as little and 
gently as possible. It is surprising that what appears 
to be hopelessly devitalized tissue at the onset, re- 
vitalizes itself in forty-eight hours. If the tissue does 
not appear to be coming back in forty-eight hours, 
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it then can be trimmed off with little or no pain. It 
has been my experience that ordinary warm saline 
irrigations, and keeping the parts at absolute rest, 
by splints, etc., as well as keeping the area dry by 
means of screen-elevated protectors, or wire elevators, 
save tissue and prevent infection. Continuous wet 
dressings devitalize tissue. Intermittent, hot boric 
compresses, such as one hour on and four hours off 
help to bring back the blood supply and clean up 
tissue. 

4. Control hemorrhage while working, which allows 
for perfect vision; and see that all parts are thor- 
oughly dry after working. Quite often subcutaneous 
hematomas can be aspirated and controlled by a 
pressure dressing, as a rubber sponge is incorporated 
in the dressing, and an ace bandage is used to give 
pressure. 

5. I feel that regional nerve blocks, e.g., brachial 
plexes, caudal, spinal or gas is preferable to direct 
local infiltration in these cases. It is quite obvious 
that injecting a fluid into infected spaces forces mate- 
rial into new channels. It is highly important to keep 
these cases comfortable afterwards with sedatives. 

6. Whether to repair nerves or tendons primarily 
in these cases is a problem. If a repair is chanced 
primarily, I feel that chromic gut 00 should be used; 
for if a slough does occur one does not see pieces of 
silk coming forever. Of course, in clean cases silk 
is advisable. It is particularly important to remem- 
ber to splint these cases with moulded plaster splints, 
in the hyper relaxed positions after repairs, and to 
apply the splint so that the part can be exposed with 
ease. 

7. No tissue tension should be constantly ringing 
through one’s ears in the closure of contused wounds, 
otherwise needless destruction of tissue will result. 

8. It is highly important to explain to the patient 
these injuries: that infection is already present, and 
that nothing “got infected” as the patient will say 
later. He should have explained to him the reactions 
that follow administration of serum, ¢.g., tetanus, 
and that nerve and tendon unions are often trouble- 
some, that physiotherapy will be needed, and long 
drawn-out observation periods are necessary. 


rd 
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Dubey V. SAELTzer, Jr., M. D. (724 Medico-Dental 
Building, Sacramento).—After observation of some of 
his many cases, I am led to believe that Doctor Butler 
has demonstrated uncompromisingly the effectiveness 
of early, thorough, mechanical cleansing of lacerated 
wounds. The emphasis should lie on early and ex- 
tensive debridement, thorough exploration for foreign 
material and necrotic tissue, and copious irrigation to 
wash contaminants away. For this purpose literally 
gallons of sterile salt or weak peroxid solution are 
needed. Whether strong antiseptics are desirable is 
widely disputed. In my mind this dispute is irrelevant 
because, in such hands as Doctor Butler’s, the use of 
non-antiseptic fluids has proved adequate. The prin- 
cipal virtue of peroxid solution is the manner in which 
its many bubbles suspend small contaminating par- 
ticles so that they can be washed away. In addition, 
peroxid colors viable muscle bright red, while severely 
traumatized tissue remains darker in color. This is 
of some aid in identifying tissue that should be 
excised. 

Doctor Butler mentions the danger of estimating 
the extent of injury too conservatively. Certainly, in 
most lacerations of the hand or wrist thorough ex- 
ploration for nerve or tendon injuries is indicated. It 
is surprising how few patients codperate well enough 
so that external examination can reveal all of the 
damage found during later exploration. This ten- 
dency toward underestimation of severity of injury 
also appears where there are found crushing and tear- 
ing accompanying simple laceration. In such cases 
the relatively small skin wound may cover extensive 
areas of traumatized, contaminated muscle. In all 
such instances, the skin wound should be enlarged to 
any extent required so that all deeper areas can be 
explored, debridement done and cleansing effected. 

Another point: it has been my experience that a 
single prophylactic dose of tetanus antiserum may be 
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insufficient. This dose should be repeated in two 
weeks. The reason is that one may find the wound 
contaminated with tetanus bacilli early, although 
symptoms do not appear until later when the effect 
of the primary dose has worn off. Furthermore, the 
conventional dose of polyvalent gas bacillus antiserum 
is not large enough. When the injury warrants ad- 
ministration of anaerobic antiserum, a much larger 
primary dose should be given (at least 10,000 units 
of the B. Welchii fraction) for prophylaxis. 

The ideal in these cases is primary suture resulting 
in primary healing without infection. This can be 
accomplished in most cases where there is enough 
untraumatized skin to close the wound comfortably; 
provided, of course, that they are treated early and 
Senate. When the loss of tissue is so great that 
primary suture is impossible, or when the wound is 
so old that suture is undesirable, then one should 
rely on some form of continuous antisepsis, such as 
the method of Carral and Dakin. 


POLIOMYELITIS—THE LOS ANGELES 
EPIDEMIC OF 1934* 


By R. W. Meats, M.D. 
VerRNoN F. Hauser, M.D. 
AND 
Abert G. Bower, M.D. 
Los Angeles 


Discussion by Frederick Tice, M.D., Chicago, Illinois ; 
Archibald L. Hoyne, M.D., Chicago, Illinois. 


rit 
CONVALESCENCE 

C' )NVALESCENCE was rapid and complete 

in a majority of cases. In others it was very 
slow. Although, on the average, the cases were 
very mild, the treachery of the disease was out- 
standing, some cases suffering repeated relapses, 
with painful muscle spasms, long after they were 
apparently over the acute stage and convalescing. 
So striking was the latter phenomenon, and so 
severe were the systemic symptoms, as to suggest 
reinfection from some obscure focus within the 
body. Two boys made apparent recoveries from 
bulbar infection involving the nuclei of the ninth 
and eleventh nerves, but died suddenly with more 
extensive medullary reinfection. One nurse re- 
covered from a typical, mild attack, and after a 
month’s convalescence at her home was rushed 
back to the hospital and a respirator, with a 
sudden relapse involving the intercostal and phre- 
nic nerves. Equally striking was the rapid and 
apparently complete recovery of some cases which 
appeared early to be doomed to extensive residual 
paralysis. Although all showed some degree of 
general weakness at the time of discharge, due 
perhaps to the enforced idleness and bed rest, only 
20 per cent have shown any paralysis or paresis 
to date. Many of these will no doubt ultimately 
recover. Remote sequellae of a psychasthenic or 
neurasthenic nature were more common than pre- 
viously noted. Some patients complained of in- 
somnia, or suffered from nightmare. Others were 
consciously irritable or emotionally unstable, and 
some complained of mental fatiguability with poor 
power of concentration. The syndrome of neuro- 
circulatory asthenia was not uncommon, with 
symptoms of a sudden weakness, vertigo, palpi- 


* From the Los Angeles County Hospital. 
7 Part I of this article was printed in the August issue 
of CALIFORNIA AND WESTERN MEDICINE, page 123. 
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tation and breathlessness, probably due to sudden 
lowering of vascular tension incident to sympa- 
thetic nervous system dysfunction. Localized, re- 
current edema was further evidence of vasomotor 
(sympathetic) instability. Trophic disturbances 
were seen which indicated vascular or endocrine 
changes, but which were probably due to primary 
sympathetic system involvement. These included 
excessive growth of the nails on one hand, with 
retarded growth on the other; hypertrichosis of 
the legs only, on a girl previously without hair 
on her extremities; and the case of a man show- 
ing loss of pigment of the hair of one involved 
extremity and not of the other. Herpes was a 
common sequel, probably due, as in other types, 
to posterior horn-cell infection, but possibly due 
to vasomotor phenomena. 


LABORATORY FINDINGS 


Of the laboratory findings, only the spinal fluids 
need be mentioned. The dictum that a prepara- 
lytic diagnosis is made on a “healthy suspicion 
confirmed by spinal fluid findings,” is no longer 
tenable. We reported, in 1930,’ 12.6 per cent 
negative spinal fluids in neurologically proved 
cases. We also learned that a still larger percent- 
age were negative if done too early. This year 
we withheld punctures until the first neurological 
signs appeared, and repeated them as indicated 
by the clinical progress of the case. Approxi- 
mately 33 per cent of neurologically positive cases 
showed negative spinal fluids at ali times. Others 
showed cell counts under ten, but with significant 
increase in pressure or positive precipitation in 
the colloidal-benzoin or colloidal gold tests. Cells, 
when present, weré predominantly lymphocytes. 
In 1930 we thought that the colloidal benzoin 

“curve” was characteristic in poliomyelitis, and 
could be differentiated from that of tuberculous 
meningo-encephalitis. Both diseases cause posi- 
tive precipitations, but the type of curve may be 
similar in each. Poliomyelitis tends to show a 
reaction in the middle tubes, and tuberculous dis- 
ease in the last ten tubes; but the two overlap 
too often to permit much differential value being 
placed on the test. In epidemic encephalitis the 
test is characteristically negative. In this epidemic 
it was negative in 51 per cent of neurologically 
positive cases of poliomyelitis, some of which 
showed other spinal fluid changes. The colloidal- 
gold test, on the other hand, was positive in fifty- 
nine out of sixty cases. Apparently, it is a more 
reliable test. In 46 per cent of cases, there was 
no increase in spinal fluid pressure. An interest- 
ing observation in this connection was the sudden 
relief from headache or abdominal pain afforded 
by spinal puncture, even in the absence of in- 
creased intrathecal pressure. Our explanation is 
the probable relief of cellular edema about the 
posterior horn-cells, or nerve roots, occasioned 
by shifting of balanced osmotic pressures between 
the spinal fluid and the perineural circulation or 
lymph. The shift being toward the spinal canal 
would tend to reduce capillary tension ; and hence 
edema, even though the osmotic balance between 
the two systems had been established at-a low 
level. 





















































































































































































































































































































































DIAGNOSIS 


Diagnosis was difficult because of the mildness 
of the disease, and the large number of suspected 
cases which never developed conclusive findings. 
Criteria for positive diagnosis were definite neuro- 
logical findings, or marked cellular or pressure 
changes within the spinal canal. The presence 
of a “positive” colloidal-benzoin or colloidal-gold 
test, without other spinal fluid changes or neuro- 
logical findings, was not considered significant nor 
alone diagnostic. The frequent findings of marked 
muscle tenderness, with pain on motion, positive 
“spine sign,” intact reflexes, mild systemic re- 
actions, negative spinal fluid changes, and rapid 
recovery without sequellae, indicated an anatomi- 
cal diagnosis of “radiculitis” rather than “polio- 
myelitis.” 

The intentional publicity given the epidemic by 
the health departments resulted in an aroused and 
cooperative population, both lay and professional. 
This poliomyelitis “consciousness,” we feel, was 
responsible for its early check, for mild. cases 
were recognized which might otherwise have been 
mistaken for respiratory or gastro-intestinal in- 
fections; and many suspects who were potential 
sources of contagion were isolated. 

This institution serves as the only hospital diag- 
nostic and treatment center for this community 
of 2,500,000 inhabitants, and all manner of cases 
were seen for diagnosis. It is extremely interest- 
ing to note the wide range of conditions which 
were justifiably observed for possible poliomyelitis, 
but which proved ultimately to be something else. 
We were interested in the long list of mistaken 
diagnoses reported by Brahdy and Lenarsky.™ 
but found, on checking our own experiences, that 
we had seen in this and other epidemics fifty- 
seven different conditions suspected of being 
poliomyelitis. Our list parallels theirs, with the 
exception of cases of serum sickness, epiphysitis, 
synovitis, cellulitis, and purpura, which we have 
not seen confused with poliomyelitis. One case 
of serum sickness, following prophylactic tetanus 
antitoxin, developed such severe meningeal symp- 
toms with trismus that we suspected a contami- 
nation of the serum, but considered poliomyelitis 
only remotely and because of its being epidemic. 
The invasion stage of many acute infections fre- 
quently simulates that of poliomyelitis, and errors 
are common and justifiable. Some of those which 
were not included in the series above mentioned 


will bear recital. A few were coincidental in- 
fections. 
REPORT OF CASES 


Case 1.—A girl of thirty, sent in as “poliomyelitis,” 
complained of weakness of both legs and paresthesiae. 
Onset had been gradual, without systemic symptoms 
and without pain. Sphincters were intact. History re- 
vealed an attack of “infantile paralysis” involving 
both legs at the age of fifteen, with residual weakness. 
Examination disclosed definite sensory disturbances 
over the area supplied by the third and fourth lumbar 
segments, with maximum sensory phenomena contra- 
lateral to the side of greatest weakness. The paraly- 
Sis was of the spastic type with exaggerated reflexes. 
A diagnosis was made of gliosis of the cord, prob- 
ably an end-result of a former infectious transverse 
myelitis. 

7 v 7 

Case 2—A girl of twelve was admitted with fever, 

headache, pain and weakness of the back and legs, 
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constipation with distention of the abdomen, 


nausea 
and slight vomiting, and retention of urine. Onset 


three days prior with sudden pain in the back follow- 
ing jumping and landing heavily on her heels. She 
had been at school the day after onset, but had been 
in bed the twenty-four hours immediately preceding 
admission. Past history irrelevant except for repeated 


attacks of tonsillitis, relieved by tonsillectomy four 
years prior. Patient athletic and in excellent health 
at time of onset. Examination revealed a partial loss 
of sensation over the entire surface of both lower ex- 
tremities, diminished reflexes and almost complete 
loss of motor power. Abdomen and bladder were dis- 
tended. A diagnosis was made of an acute infectious 
transverse myelitis, without obvious source of infec- 
tion. The following day she developed a loss of 
sphincter control, with some involvement of the upper 
extremities and beginning difficulty of breathing. The 
infection spread steadily upward, and she died sud- 
denly a week after onset. The sensorium remained 
clear to the end. The postmortem findings were most 
interesting. Small, encapsulated abscesses, about two 
and one-half centimeters in diameter, were found extra- 
pleurally at the apex of each lung, apparently the re- 
sult of previous cervical adenopathy secondary to 
tonsillitis. The cervical and mediastinal glands were 
not enlarged. The abscesses contained thick, yellow- 
green pus and staphylococci. The one on the left had 
established a fistulous tract, extrapleurally, along the 
thoracic spine, and had set up an osteomyelitis of the 
fifth dorsal vertebra, penetrating it and descending, 
extradurally, to the lumbar level. At this point the 
dura had been penetrated, and a myelitis established. 
The ascent up the cord was inevitable. 


7 7 7 


Casts 3, 4, 5.—Three cases of acute septicemia were 
seen as poliomyelitis in the invasion stage. One was 
of staphylococcus origin from a furnicle on the arm, 
suffered one month prior to the onset of systemic 
symptoms. The first, of multiple abscesses developed 
in the left perimetrium, setting up a lumbosacral 
radiculitis with severe pain and weakness of the left 
leg. A second case developed from a streptococcus 
infection of the throat, which showed meningeal symp- 
toms. The third was of mastoid origin, again with 


meningeal symptoms. hh = 


Case 6.—A woman of forty-five was sent in as 
“polio-encephalitis,” with history of upper respiratory 
infection of increasing severity of three days’ duration, 
with fever, severe frontal headache, blurred vision, 
mental confusion, stiffness of the neck and vomit- 
ing. There were marked nasal congestion, pus on the 
pharynx, apparently coming from above, tenderness 
over the antra, and marked retinitis. Spinal puncture 
was negative. A diagnosis was made of pansinusitis 
with posterior extension to the basal meninges and 
brain. Shrinkage of the nasal and posterior pharyn- 
geal mucous membranes effected an ultimate recovery. 


Our experiences with meningo-encephalitis, fol- 
lowing acute recrudescences of chronic sphenoid 
and ethmoid infections, has not been gratifying. 
Radical surgery has saved a few, but a majority 
have developed a basal osteomyelitis, and when 
the central nervous system is invaded they are 
beyond help. 


7 7 7 


Cast 7.—A two-year-old colored baby was sent in 
as polio- -encephalitis because of deep coma and muscu- 
lar twitchings. Both eardrums were red and drained 
pus on paracentesis. Both disks were choked, and 
pupils dilated and fixed. Other cranial nerve paralyses 
were not evident. The right arm was spastic. A diag- 
nosis was made of bilateral otitis media, with seconc- 
ary suppurative encephalitis and probable abscess ot 
left basilar area. Tuberculous meningo-encephalitis 
was considered, but ruled out because of the normal 
sugar and chlorid content of the spinal fluid; which, 
however, showed a pleocytosis and was under in- 
creased pressure. Postmortem examination showed a 
generalized miliary tuberculosis, with multiple tuber- 
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culoma of the meninges and brain, one of them 15 
millimeters in diameter, in the left internal capsule. 
7 r ¢ 


Case 8.—One nurse developed fever, headache, and 
generalized pains. There were no localizing signs, but 
poliomyelitis was considered because of her having 
worked with very acute cases. She was overworked, 
and exhausted. On the seventh day hilar rales were 
noted, and the subsequent physical and roentgeno- 
logical findings pointed to a flare-up of an old pulmo- 


r rculosis. 
nary tuberculosis atte 


Cases 9, 10, 11—Three cases were seen which were 
obviously encephalitis, but which we finally diagnosed 
as of the epidemic, and not the poliomyelitis type, 
because of the protracted course, the mental state dur- 
ing and after the acute stage, and the colloidal-benzoin 


test of the spinal fluid. " , 


Case 12.—A boy of nine suffered headache, vertigo, 
and vomiting while at school. The next day he had 
improved, but on the day after he suffered more 
severe headache, muscle twitchings, and, later, loss of 
consciousness. He was sent in as “possible polio- 
myelitis.” Questioning of the parents revealed a his- 
tory of repeated headaches and vertigo in the past. 
Examination disclosed a completely comatose boy, 
slightly febrile, spastic, hyperactive reflexes, stiff neck, 
bilateral choked disks and spinal fluid under increased 
pressure, but with slight pleocytosis and no change 
in sugar or chlorid content. After spinal puncture he 
became rational and codperative; said he had a head- 
ache and was dizzy, but otherwise felt improved. 
Cerebellar tests were negative. His vision was not im- 
paired. Twenty-four hours later he was again coma- 
tose and after puncture was again relieved. “Brain 
tumor” was diagnosed, but not localized. At necropsy 
an hemangioma was found in the cerebellum. 

v 7 ? 


Case 13.—Another hemangioma of the cerebellum 
was found ruptured in a girl of eighteen, who suffered 
sudden pain in the head following high school gradu- 
ating exercises. She was rushed into the hospital in 
coma and cyanotic, and died shortly after admission. 

7 v v 


Case 14.—Another puzzling cerebral case. was that 
of a woman of forty-five, sent in as “polio-encepha- 
litis,’ with history of headache of several days’ dura- 
tion, mental dullness and, finally, unconsciousness. 
When seen she was in a very deep coma, completely 
flaccid, skin moist, pulse slow and respirations rapid, 
blood pressure 180/110, eyeballs soft, pupils dilated, 
fundi normal, reflexes all absent. Urine was albumi- 
nous, and full of sugar and casts. Blood chemistry 
showed N. P. N. of 38 milligrams, sugar of 357 milli- 
grams, per 100 cubic centimeters of whole blood, and 
COz combining power of twenty-four volumes per 
cent. Spinal fluid was xanthochromic and under 220 
millimeters of pressure. Diagnosis was made of “dia- 
betic coma,” with the probable pathology including 
chronic cerebral, renal, and hepatic disease, and recent 
cerebral hemorrhage. However, the complete flaccid- 
ity and absent reflexes, with no focal signs what- 
soever, were puzzling. The hyperglycemia was “dia- 
betes” of some form; the coma was not so obviously 
due entirely to the ketonemia. The slow pulse and 
rapid respiration were indicative of medullary stimula- 
tion rather than lowered hydrogen ion concentration 
of the blood. 





Cerebral hemorrhage with pituitary hyperglyce- 
mia was most probable, and all credit was due 
in this case to the interne who argued correctly 
for this diagnosis. Necropsy revealed a cerebellar 


hemorrhage. — 


Case 15.—A man of twenty-eight was sent in as 
“polio-encephalitis,” with history of having had a 
headache and been mentally dull, and at times con- 
fused, for several days. He had had an automobile 
accident as a result of this stupor, and two days later, 
while riding with his girl, became so confused and 
dizzy that he could no longer drive. His parents said 
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he had complained of visual disturbances. There was 
no weakness. He had a slight temperature, was coma- 
tose, had slightly stiff neck, but otherwise no reflex 
changes; showed no cranial nerve palsies nor focal 
signs, and his spinal fluid pressure was up to 300 milli- 
meters of water. There were two lymphocytes in the 
spinal fluid which showed a negative benzoin test. 
The blood sugar was 30 milligrams per 100 cubic 
centimeters of whole blood. It was thought the hypo- 
glycemia was the cause of his symptoms, but the 
cause of the low blood sugar was not explained by 
its presence only. A diagnosis of “encephalitis” did 
explain the entire picture, the pituitary factor in sugar 
metabolism being well established by Cushing, Hous- 
say, and others. The outstanding symptom of spon- 
taneous hypoglycemia is weakness, and this patient 
was not weak; nor were there sweating, rapid pulse 
and respiration, dilated pupils, convulsions or other 
common findings. The mental state in hypoglycemia 
is usually clear until late. The final proof of the diag- 
nosis were the spinal fluid findings and the failure 
of dextrose-insulin therapy. The return of his mental 
faculties has been gradual. 
v v 7 


Cases 16, 17.—One patient was seen with a tumor 
of the spinal cord, and another more justifiably mis- 
taken diagnosis was a hemorrhage of the cord due 
to trauma. It had been suspected that the accident 
resulted from lower extremity weakness instead of 
Causing it. However, the sensory and sphincter phe- 
nomena, spasticity, dissociation of pain and thermal 
sense, and xanthochromic spinal fluid completed the 
diagnosis. 


Several cases of infectious transverse myelitis 
were seen as poliomyelitis. 
7 7 7 


Case 18.—A boy of four suffered an acute upper 
respiratory infection, complicated with lumbar back- 
ache, and pains and weakness in the legs. He was 
treated at home for “poliomyelitis.” Following his 
acute infection his disability became more pronounced 
and sphincter disturbances developed. When first seen 
both legs were maintained in a position of tense 
flexion, reflexes were hyperactive, there was consider- 
able pain in the back and legs, and inconstant sphinc- 
ter disturbances. A diagnosis of transverse myelitis 
was made. Not so obvious, however, was a tubercu- 
lous destruction of the third lumbar vertebra. 

v 7 7 


Cases 19, 20.—Two cases of chronic endocarditis 
were sent in as “polio-encephalitis”; one with cerebral 
embolus, and the other with marked lethargy as a 
result of the septicemia and severe anemia. The latter 
on necropsy showed petechial hemorrhages of the 


subarachnoid. 
7 v 7 


Cases 21, 22.— Two patients suspected of having 
poliomyelitis in the invasion stage were suffering from 
complications of appendicitis. One had an irritable 
colon with diarrhea and vomiting, marked toxemia 
and ultimately a hepatitis, or mild pyelophlebitis, by 
extension upward along the mesenteric lymphatics. 
The other had had a ruptured appendix operated two 
months previously, had been apathetic and listless 
and readily fatigued since, and prior to being seen 
had suffered persistent headache and backache, with 
“heaviness” of the legs. His findings were negative 
except for a suspicious “spine sign.” Three days later 
he developed jaundice without pain, probably catarrhal. 

7 7 v 


Case 23.—One patient was suspected of having early 
poliomyelitis who was toxic as a result of an acute, 


inless relitis. 
painless, pyelitis a 


Case 24.—One patient with acute pelvic inflamma- 
tory disease had pain in the back, with weakness and 
pain in the legs sufficient to cause a reasonable sus- 
picion of at least radicular involvement. 

¢ v t 

Case 25.—A girl of sixteen had been ill two weeks 
with fever, headache, pain in the abdomen, and con- 
stipation. No source of her toxemia had been dis- 
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covered. A widal had been done, suspecting possible 
typhoid. The pain in the abdomen seemed to localize 
over the lower half, and there developed some urinary 
retention, low backache and aching in the legs. Urine 
was negative. She was sent in as “possible polio- 
myelitis” because of the bladder paralysis, and the 
back and leg aches. Examination revealed no neuro- 
logical findings. There was a mass in the lower ab- 
domen halfway to the umbilicus. Catheterization did 
not remove it. Pelvic examination revealed an intact 
hymen, which, when ruptured, released a quart of de- 
generated blood. The mass disappeared. Diagnosis: 


“hematocolpos.” 
7 7 7 


Case 26.—A case of puerperal sepsis was sent in as 
poliomyelitis. There was marked muscular weakness 
due to pain in the inflamed, tender muscles, and joints. 
Careful examination should have disclosed the true 
nature of the illness, for there were petechiae and all 
the findings of septicemia. 

7 v 7 


Cases 27, 28.—One case of malaria, and another of 
the very rare relapsing fever, were sent in as “polio- 
myelitis,” the latter recognized and diagnosed by our 
resident, Doctor Radcliff. 


7 7 7 


Case 29.—The prize “boner” of the epidemic was 
in the case of an adult male negro complaining of 
pain in the back and legs. He did not enumerate all 
his symptoms nor disclose the entire history. On 
examination the legs were painful to touch, and on 
motion and attempted flexion to right angles caused 
severe pain in the groin and back. The admitting 
physician considered this a positive Kernig, and with- 
out further examination sent him to the contagious 
ward as “poliomyelitis.” He had an acute gonorrheal 
epididymitis. 

v v 7 

Case 30.— One marasmic baby was so weak and 

flaccid as to be suspected of having poliomyelitis. 
7 v v 


Case 31.—Another child suffered an acute throat in- 
fection with subsequent pain in all the muscles and 
over the long bones. The blood picture was that of 
a severe anemia with many reticulocytes. The pain 
caused an initial suspicion of poliomyelitis. The final 
diagnosis was an acute reticulo-endotheliosis resulting 
from streptococcus infection of the throat. Necropsy 
showed hyperplasia of the marrow of the long bones. 

v r 7 


Case 32.—A very weak baby with painful extremi- 
ties was suspected of having poliomyelitis. The de- 
velopment of subcutaneous hemorrhages and _ their 
disappearance following orange juice, etc., confirmed 
a diagnosis of scurvy. Asymmetrical reflexes and 
weakness, and spinal fluid changes also confirmed the 
coincidental diagnosis of poliomyelitis. 

7 7 7 


Case 33.—A boy suffering from unquestioned polio- 
myelitis, involving all four extremities, developed grad- 
ually rising fever; slow, dicrotic pulse; distended ab- 
domen; leukopenia; rose-spots, and ultimately reached 
the “typhoid state.” Typhoid bacilli were found in 
his blood on culture, and the widal became positive 


in high dilution. 
7 v 7 


Case 34.—A nurse complained of severe frontal head- 
ache, marked pain in the back, nausea. She had 
suffered recurrences of spinal arthritis for several 
years, and was obstinately certain that her present 
illness was of the same origin. She had never suf- 
fered systemic reactions previously, however, and was 
at a loss to account for the headache and nausea. She 
developed urinary retention, constipation with dis- 
tention of the abdomen, and marked muscle tender- 
ness and weakness of the extremities. With the sub- 
siding of systemic symptoms, there was a marked 
residual weakness of both arms and legs. 

7 v 7 

Case 35.—A boy of two was noticeably languid and 
refused to play. A limp was present in his left foot. 
The family physician diagnosed a “sprained ankle” 
and strapped it. The condition became aggravated, 
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and the second physician seeing the case and noting 
weakness and muscle soreness, although intact re- 
flexes, diagnosed “poliomyelitis” and sent the child to 
an orthopedic surgeon for late care. A final diagnosis 
was made of osteo-arthritis. 
v 7 7 

Case 36.—The most severe case of hysteria we have 
ever seen was during a former poliomyelitis epidemic 
(1925). The patient was completely paralyzed in all 
four extremities, incontinent, completely, anesthetic 
and aphasic. She had a slight temperature, slow pulse 
and very slow, shallow respiration. Blood pressure 
was 110/75. Reflexes were feeble, but present. There 
were no cranial nerve palsies. The spinal fluid was 
normal, She was conscious and codperative to the 
extent of answering direct questions with a slight nod 
or rotation of her head. The admitting diagnosis of 
“poliomyelitis” was changed to “complete myelitis of 
infectious origin.” The aphasia could not be accounted 
for on the basis of an encephalitis with an otherwise 
intact sensorium and no cranial nerve palsies. Hys- 
teria was lightly considered, but direct questioning 
failed to elicit any basis for maladjustment. When 
she lapsed into coma, required tube feeding and car- 
diac stimulants, we were certain of an involvement 
of the cerebrum. One of the neuropsychiatrists (Dr. 
Charles Allen) saw her in consultation, and was so 
certain of the diagnosis of hysteria that he took drastic 
measures to revive her. She left the hospital in two 
weeks, fully recovered and determined to dominate 
the marital situation. 





TREATMENT 


Treatment.—There is still considerable diversity 
of opinion concerning poliomyelitis therapy. The 
problem of prophylaxis has always seemed most 
important, but has never been satisfactorily settled. 
The avoiding of crowds obviously reduces the 
number of potential contacts with patients in the 
incubation stage of the disease, or with so-called 
“healthy carriers.” Adequate nutrition and elimi- 
nation are unquestionably factors in raising the 
individual’s “total immunity,” and maintaining his 
resistance to predisposing infections, particularly 
those of the respiratory tract which tend to de- 
plete the protecting mucosa. Avoiding of fatigue 
is equally important, and was so forcefully brought 
to our attention in this epidemic. The voluntary 
history of illness following swimming, particu- 
larly in the hypertonic ocean water, was most 
striking. The presence of the virus in the water 
is questionable, but the increasing of contacts, the 
washing of protective mucus from the nose and 
throat, and the vascular changes in the naso- 
pharynx incident to chilling are obviously factors. 

Active Immunization —Active immunization by 
vaccination has not been developed experimentally 
to a point where it is safe from human trial. 
Flexner has immunized monkeys by injecting mi- 
nute doses of living virus, but has occasionally 
infected an animal, thereby establishing the danger 
of this method if applied to humans. Kolmer 
recently announced, through the lay press, suc- 
cessful human immunization with spinal cord 
dried by the Pasteur method. Levaditi and Land- 
steiner ** used similar methods to protect mon- 
keys, but found that in some cases the cord was 
infectious. The same was true after chemical at- 
tenuation of the virus. The use of dead virus 
has provided no immunity. Rhoads * safely pro- 
tected monkeys by injections of mixtures of virus 
neutralized with immune serum. However, it is 
extremely doubtful if arty of these procedures can 
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be applied to human use, because of the necessity 
for maintaining virus by animal passage, which 
apparently renders it non-infectious for man. 
Henry and Johnson** attempted active, nonspecific 
immunization by vaccination against other dis- 
eases, but this failed to protect against polio- 
myelitis. 

Passive _Immunization—Passive immunization 
by injection of convalescent serum has been advo- 
cated by Flexner, Park, and others, with good 
experimental justification. Other series of cases 
have failed to show any advantage from such a 
procedure, and our own experience comes within 
the latter category. Two hundred and seven doc- 
tors, nurses, and hospital employees were “im- 
munized” by injections of 30 cubic centimeters 
or more of convalescent serum, and forty-eight 
of this number, or 23 per cent, developed the dis- 
ease at varying intervals within three weeks fol- 
lowing inoculation. This is an incidence far above 
that of the population at large. The factors of 
fatigue and intimate contact were no doubt perti- 
nent; but again, these patients were on an aver- 
age far the sickest, and remained longest in the 
hospital. The promiscuous publicity given this 
form of “protection” by a few physicians was 
most unfortunate, for it definitely added to the 
parental concern; it gave a false sense of security 
to many individuals thus injected, and it caused 
considerable resentment on the part of those phy- 
sicians, some of whose patients had received in- 
viting letters from former medical advisers. The 
specific antiviral properties of convalescent serum 
are not questioned, and its successful use in ex- 
perimental prophylaxis in animals is recognized ; 
but it seems illogical to expect much specific pro- 
tection from a few cubic centimeters injected in 
advance of infection. The quantitative antibody 
content is minute, and unless virus is present 
to effect a virus antibody fixation the serum is 
rapidly eliminated. On the other hand, whole 
blood is recognized as the biologic stimulant to 
the reticulo-endothelial system, and _ its autolysis 
excites a non-specific, although active, immuno- 
logic response which affords some degree of 
protection against all infections, including polio- 
myelitis. A few intimate contacts thus treated 
developed no clinical symptoms, but the number 
was too small to be conclusive. Henry and John- 
son** likewise could draw no conclusions from 
their series, although they used whole blood, as 
well as serum. We were pleased to note that 
Flexner #® also advocated the use of whole blood 
prophylactically. 


Convalescent Serum.—Convalescent serum as a 
therapeutic agent has proved of value in our ex- 
perience, the evidence in the 1930 epidemic being 
conclusive.t However, a controlled series of cases 
in the 1931 epidemic in New York failed to show 
any virtue in the serum, although Parke has since 
been quoted as favoring its use early in the dis- 
ease. Henry and Johnson’s series ** showed no 
advantage in the serum-treated group. We agree 
that little is to be expected of it after the central 
nervous system has been invaded beyond the stage 
of initial inflammation,’® but we feel that it has 
virtue if used in the preparalytic stage, and that 
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the present standards of diagnosis permit of this 
early recognition of the disease. The rapid abate- 
ment of symptoms following its use was quite 
striking, and this was further emphasized in those 
cases which relapsed two and three times and 
were immediately relieved on each occasion by 
additional serum. Administration was intramuscu- 
larly, intravenously and intrathecally, the latter 
both by lumbar and cistern routes. In this epi- 
demic there was less necessity for repeated intra- 
thecal injections and, except in the cerebral types, 
very few cistern punctures were indicated. We 
still feel, however, that in spite of the failure of 
experimenters to demonstrate virus in the spinal 
fluid,’? intrathecal medication has proved valuable 
in our experience, particularly the injection into 
the cistern in proximity to the portal of entry 
to the central nervous system.**?® The apparent 
benefit may be mechanical or hydrostatic, or may 
be similar to that suggested as an explanation for 
relief from pain and. symptoms of ileus, by spinal 
puncture. Such factors cannot apply to intra- 
muscular injections, however, where we are satis- 
fied serum is of value early. Although virus has - 
not been demonstrated in the blood, the fact that 
immune bodies are present in the serum denotes 
a relationship. Furthermore, the rapid dissemi- 
nation of blood to all tissues of the body recom- 
mends intravenous medication as a means of 
contacting the virus early, and thus bridging 
the eighteen to twenty hours required for ab- 
sorption from the muscles. Thereafter the intra- 
muscular route is sufficient. The relative value 
of convalescent serum and pooled, normal, adult 
serum will be reported by Doctor Kessel. 


Immunotransfusion. — Immunotransfusion has 
been recommended as the one most advantageous 
therapeutic measure. The arguments in favor of 
serum apply to the use of blood containing it, 
and in addition there is the advantage of stimu- 
lation afforded the reticulo-endothelial system by 
the autolysis of foreign erythrocytes. The out- 
standing results obtained with this form of ther- 
apy in other virus diseases is well known, but 
were not duplicated in this experience. The many 
cases of infection among doctors and nurses 
threatened us with a shortage of trained personnel, 
and to possibly forestall such an emergency and 
give these patients every advantage, a blanket- 
order was given to immunotransfuse all phy- 
sicians and nurses, in addition to giving them 
intramuscular serum. This was a fortunate co- 
incidence, for many were mildly ill, and the 
limited number of suitable immune donors were 
consequently utilized for all patients of this group. 
This facilitated comparison with a parallel group 
treated with intramuscular serum, but with intra- 
venous dextrose (10 per cent in normal saline) 
instead of transfusion with blood. Sixty cases 
were transfused. Fifty-five of them were un- 
questionably improved within twenty-four hours. 
Five (8.3 per cent) were very much worse in a 
similar length of time. Naturally, there was no 
way of determining whether or not these patients 
would have been just as bad, or even worse, with- 
out the transfusions, but they were the sickest of 
the two groups, and the transfused group were. 
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on an average, the longest in the hospital. On the 
other hand, the dextrose-treated patients were not 
consecutive cases of average severity, but were 
the most toxic of the lay admissions. They were, 
without exception, markedly improved within 
twenty-four hours, some of them from a degree 
of toxicity that bordered delirium, to a condi- 
tion which they described as almost normal sub- 
jectively. The reason for the differences in the 
two groups is not obvious. Dextrose is valuable 
in combating any toxemia, because of its part in 
stimulating hepatic glycogenesis and glycogenoly- 
sis, its indirect effect on hydrogen-ion concen- 
tration of the blood through ketolysis, and_ its 
questionable antiviral properties. It is not specific. 
Immunotransfusion, on the other hand, is specific, 
but involves the factor of serum heterogenicity, 
independent of agglutinins, a factor which cannot 
be predetermined and one which constitutes a 
hazard of inestimable magnitude. The phenome- 
non of allergy, or whatever explanation is offered 
for the spontaneous damage to the choroid pro- 
duced experimentally in animals by intravenous 
injections of foreign serums, may have a counter- 
part in the occasional, unexplained cerebral re- 
action exhibited by patients during direct trans- 
fusions with apparently homologous bloods. This 
may account for the small percentage of bad re- 
sults from immunotransfusion. We feel that in 
cases showing involvement of the nervous sys- 
tem, in which no harm can be done by possible 
injury to already damaged natural barriers, that 
immunotransfusion may be safely and advanta- 
geously used. There is a definite hazard attend- 
ing its early use. 


Bradford Frame.— Another observation con- 
cerned the use of the Bradford frame. Many 
patients complained bitterly of the abdominal dis- 
tress and sphincter difficulties occasioned by the 
straight position. A low, modified Fowler posi- 
tion, without too much thigh flexion gave them 
immediate relief. Also, instead of putting the 
arms in airplane splints at right angles with the 
body, a 45-degree angle was chosen, thereby allow- 
ing relaxation of the deltoids without stretching 
the latissimus dorsi and pectorals. A neutral posi- 
tion between biceps and triceps was also assumed. 
These minor changes seemed to afford consider- 
able comfort. 


SUMMARY AND CONCLUSIONS 
1. Evidence is presented which sugge 


possible existence of : 


ests the 


(a) More than one strain of human _ polio- 
myelitis virus ; 

(b) A relationship between this virus and 
neurotrophic fraction of other toxins, particularly 
those of diphtheria and bacillary dysentery ; 

(c) A gastro-intestinal tract atrium of infec- 
tion. 

2. Fatigue and intimate contact were shown to 
be unquestionable factors in the spread of polio- 
myelitis. 

3. Repeated relapses with systemic symptoms 
suggested an inadequate immunologic response or 
focal infection phenomena. 
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4. Involvement of sensory, as well as motor, 
areas of the central nervous system was demon- 
strated both pathologically and clinically. 

5. Symptoms were present in some cases which 
indicated involvement of the sympathetic nervous 
system. 

6. Symptoms of “radiculitis” replaced those of 
central nervous system origin in many cases. 

7. Reflexes were often unchanged even in the 
presence of marked motor weakness or severe 
sensory disturbances. 

8. Recovery has apparently been complete in 
80 per cent of patients, some of whom had been 
severely paralyzed. 

9. Sequellae included symptoms of psychogenic 
and sympathetic nervous system origin. 

10. Twenty-two per cent of cases showed nerv- 
ous system involvement without cellular or pres- 
sure changes in the spinal fluid. 

11. The value of the colloidal-benzoin test is 
questionable. The colloidal-gold test is apparently 
more sensitive. 

12. Relief of pain and abdominal distress by 
spinal puncture, in the presence of normal or low 
spinal fluid pressure, was noted. It was explained 
by the probable relief of edema about the posterior 
horn cells or nerve roots incident to the shift of 
balanced asmotic pressures between the spinal 
fluid and the perineural capillary circulation. 

13. Differential diagnosis included fifty-seven 
different conditions confused with poliomyelitis. 
some of the more interesting of which were briefly 
related. 

14. Prophylactic treatment with convalescent 
serum was apparently ineffective, the incidence 
among those treated being greater than among the 
population at large. Whole blood was used as a 
means of stimulating a non-specific immunologic 
response in a few cases, with good results. 

15. Convalescent serum given intravenously and 
intramuscularly relieved symptoms in almost every 
case. This was also true upon relapse. We feel it 
has definite value in the early treatment of the 
disease. 

16. Intrathecal, particularly intracisternal, ther- 
apy was indicated less often than in the past, but 
relief from nervous symptoms seems to justify 
its use. 

17. Sixty cases of varying degrees of severity 
were transfused with blood from i immune donors. 
Eight per cent reacted badly, and the group as a 
whole were more ill and remained longer in the 
hospital than a control group of more toxic pa- 
tients treated with intravenous dextrose, 10 per 
cent in normal saline. Both series received intra- 
muscular serum. The transfusion results wer« 
explained on a basis of probable serum-proteii 
heterogenicity, with resultant choroid damage. We 
feel that immunotransfusion is to be reserved for 
those cases wherein the central nervous system 
has already been invaded, but should not be used 
promiscuously in the early systemic phase 0 
invasion, 

18. Slight modification of the usual method of 
obtaining physiological rest seemed to give good 
results. 
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DISCUSSION 


Freperick Tice, M. D. (25 East Washington Street, 
Chicago, Illinois)—It seems to me that the authors 
have done well to call attention to the atypical clinical 
manifestations of so-called poliomyelitis, and the great 
difficulty of making a direct, as well as a differential 
diagnosis. In many other diseases, notably typhoid, 
pneumonia, epidemic encephalitis and meningitis, the 
classical clinical picture has apparently changed during 
the past few years. The reason for this is not entirely 
clear. Perhaps the type of the virus or infection, or 
the degree of response as concerns the immunity has 
changed, which has an influence on the clinical syn- 
drome. 

It might well be that the same variation has taken 
place in poliomyelitis, and the recording of these 
irregular, atypical cases, constitutes a valuable service. 

The conclusions on the spinal fluid examinations are 
also of great interest, as not a few clinicians place too 
much dependence upon this means of diagnosis. 

As to the therapy, which is the most important con- 
sideration, it is to be hoped that the prophylactic 
vaccine may prove to be efficacious, or at least con- 
stitute one more step in advance as has occurred in 
some of the other diseases. 


a 
eo 


ArcHipaLp L, Horne, M.D. (25 East Washington 
Street, Chicago, Illinois).— The vast experience ac- 
quired in a study of 1,800 cases compels attention, and 
the atypical features noted force consideration and 
wonderment. To one who has observed approximately 
one thousand poliomyelitis patients with the custom- 
ary signs and symptoms, many of the authors’ find- 
ings are little short of bewildering. The only explana- 
tion for such divergencies in the Los Angeles epidemic 
must be attributed to the reasons stated. 

In the 1917 Chicago outbreak of poliomyelitis, when 
we had about five hundred cases at the Cook County 
Hospital alone, it was believed that diagnosis of the 
disease was not attended by great difficulties. Were 
we to encounter now such types as described in this 
Paper, numerous errors in diagnosis would undoubt- 
edly result, unless a knowledge of the Los Angeles 
experience had been acquired. 
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Observations reported by Straus, by Burrows, and 
by Toomey, have called attention to certain features 
of the disease involving the intestinal tract. Yet it 
was not so many years ago when the opinion was 
more or less general that the intestinal tract played no 
part as a portal of entry for poliomyelitis. As has been 
stated, with the ever-increasing additions to the litera- 
ture, the mysteries which engulf some of the etiologic 
factors of poliomyelitis will eventually be solved. 

In view of the atypical findings discussed in this 
paper, it is readily apparent that the average physician 
will often fail to diagnose poliomyelitis. In the past, 
great reliance has always been placed on the results 
of spinal fluid examinations. If such examinations 
cannot be depended upon to confirm a diagnosis of 
poliomyelitis, we are likely to be confused in many 
instances. 5 

The authors’ citations of numerous cases in which 
poliomyelitis was erroneously suspected are of great 
interest. Sufficient publicity can readily produce an 
epidemic of any disease in the minds of the laity. 
However, by focusing attention on the disease in ques- 
tion, actual cases will be diagnosed earlier, and the 
spread of the infection is likely to be more quickly 
checked. In the Chicago outbreaks of 1916 and 1917, 
almost every conceivable disease and condition was 
reported by physicians as poliomyelitis. In those years 
nearly all reported cases were examined by me for 
final diagnosis, and so the authors’ “57 varieties” are 
fully appreciated. 

Until some satisfactory method for active immuni- 
zation is accepted, we shall undoubtedly have epi- 
demics of poliomyelitis from time to time. Park seems 
to be of the opinion that Brodie’s recent work along 
this line offers a hopeful outlook, though the method 
is not yet ready for general adoption. 

It has seemed to me that the value of convalescent 
poliomyelitis serum should be greater for passive im- 
munization than for treatment; therefore, the opposing 
view of the writers is of special interest. That neutral- 
izing substances in convalescent serum protect the 
monkey, when mixed convalescent serum and _ polio- 
myelitis virus are injected, is an acknowledged fact. 
It is also understandable, however, that the injection 
of convalescent poliomyelitis serum into an individual 
for curative purposes is a far different matter. 

If convalescent serum has any real worth, its effec- 
tiveness should be most evident during the prepara- 
lytic stage, as the authors point out. On the other 
hand, if we accept the dictum that more than 85 per 
cent of all poliomyelitis cases have no paralysis, are 
we justified in believing that convalescent serum, when 
given in the preparalytic stage, has prevented paraly- 
sis, if no paralysis develops? Or are such instances 
merely examples of cases that would have followed 
the same course without resorting to the use of serum? 

My own experience with the use of convalescent 
serum in the treatment of poliomyelitis has led me to 
believe that no marked benefits may be expected from 
its administration. Notwithstanding this feeling on 
my part, it is my practice to inject it because there 
seems to be nothing better, and no harm should ensue. 
However, I am inclined to doubt the advisability of 
intrathecal administration of any kind of serum now 
available for poliomyelitis patients. 

In 1916, at the Cook County Hospital, attention was 
called to the apparent benefits derived from occasional 
lumbar puncture in the treatment of poliomyelitis. 
Resort to this method of therapy was adopted, even 
though the spinal fluid was not under great pressure. 
Nevertheless, it was emphasized at that time, and 
since, that the spinal fluid should be released slowly, 
and that too large a quantity should not be withdrawn 
when puncture is made. Otherwise, with an abrupt 
change in spinal fluid pressure, there is the possibility 
of prolapse of the medulla and sudden death. The 
authors’ explanation for the value of spinal puncture 
confirms my own opinion, which was based chiefly on 
practical observation. 


we 


2 
« 


Doctor Meats (Closing). — That the poliomyelitis 
described in the paper submitted by us is a variant 
from the common form previously seen in this and 
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other localities is obvious, although Dr. C. P. Leake 
of the United States Public Health Service tells us 
he has seen similar epidemics in other parts of this 
country. Apparently a mutation of the virus has been 
effected, with consequent alterations of virulences, 
affinities and immunogenic properties; although, how- 
ever, convalescent serum from these patients has been 
shown in our laboratory to neutralize the Flexner 
strain of poliomyelitis virus. 

\ slight outbreak occurred again this year, with pro- 
nounced antecedent gastro-intestinal symptoms and, 
in some cases, atypical residual findings. These in- 
cluded, in addition to the usual pareses of isolated 
muscle groups and localized tenderness, occasional 
persistent hyperactive reflexes and, in one case, a per- 
sistent clonus. A more than usual incidence of so- 
called “Spencer’s disease,” the intractable gastro- 
enteritis of doubtful etiology, suspiciously due to a 
filterable virus, is complicating the picture and may 
be related to this atypical “polio.” 

Time has furnished us preliminary data on the value 
of Brodie’s and Kolmer’s vaccines. Nearly two thou- 
sand injections have been given throughout Southern 
California with no untoward reactions. Apparently 
there is no hazard, or at least a minimal one, attend- 
ing its use. Premature reports indicate a much lower 
incidence of the disease among those immunized than 
among those not treated. One of our five fatal cases 
of the medullary type seen this spring had received 
one injection of five cubic centimeters of the Brodie 
vaccine one month prior to the onset of symptoms, 
but, of course, this one case proves nothing. We are 
maintaining an open-minded attitude, without letting 
our enthusiasm run rampant, but nevertheless ex- 
periencing a feeling of hopeful expectancy. 


THE LUREOF MEDICAL HISTORY™* 


MR. JOHN HUNTER ON GENERATION *# 


By ARTHUR WILLIAM Meyer, M.D. 
Stanford University 
| te 
HUNTER’S OBSCURE LANGUAGE 

UNTER’S failure to express himself clearly 

has often been commented upon and reminds 
one of similar comments regarding Harvey’s 
Latin. Both Owen (1840) and Russell (1916) 
emphasized the use by Hunter of somewhat con- 
fused language in connection with the above state- 
ment of the theory of recapitulation. Owen wrote: 
“We may, I think, perceive, from the evident diffi- 
culty with which Hunter expresses the idea, that 
his mind was oppressed with both its novelty and 
vastness. Men’s thoughts require to be familiar- 
ized with propositions of such generality before 
their exact limits and full application can be ap- 
preciated.” (Preface to Animal GEconomy, p. 26.) 
Butler (1910), however, thought that Hunter’s 

. difficulty in the presentation of abstract ideas 
[was] not wholly attributable to the novelty of his 
doctrine,” and Singer (1928) even said that Hunter 


* A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical Asso- 
ciation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
of the regular features of the Miscellany department, and 
its page number will be found on the front cover. 

+ Because John Hunter occupies so large a place in the 
development of surgery, it is commonly but erroneously 
assumed that he had the title of Doctor of Medicine. 

t From the department of anatomy, Stanford University 
Medical School. 

** Part I of this paper was printed in the 


7 August 
issue, CALIFORIA AND WESTERN MEDICINE, page 145. 
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. like Leonardo, . . . was handicapped at every 
turn by literary incoherence. . . . Fully to appre- 
ciate so incoherent a writer, it is unfortunately 
necessary to wade through many works written in 
his own clumsy and ill-arranged manner. To gain 
any real idea of this great personality, we must 
consult the writings of his contemporary col- 
leagues.” (pp. 165-166.) So well-informed 
historian of science as Singer undoubtedly is jus- 
tified in this opinion, but I received a somewhat 
more favorable impression from my limited read- 
ing of Hunter. Moreover, if one could place one’s 
self in the scientific atmosphere of Hunter’s time, 
some passages would lose their apparent obscurity 
or seeming contradiction. Owen, to be sure, lived 
near enough to the time of Hunter to be able to 
do this, and Singer is able to effect the same 
result through his large knowledge of the history 
of science. Some of the obscurity in Hunter's 
writings may, however, have another source; for 
Hunter, like Harvey, had an aversion against 
using new words, and said “ to coin words 
would not answer the purpose, because then | 
must have a dictionary of my own.’ 


ON SEMEN 


Hunter held “. . . . that the semen differs very 
little from common mucus,” and said that it was 
regarded as the “most balsamic part,” though it 
was “not a bit more ‘balsamic’ than the parents it 
sprung from.” (Essays and Observations, i, 
p. 193.) He rightly thought that ejaculation of it 
relaxes and weakens the individual more than 
does any other discharge, because of the accom- 
panying spasm which, like fainting fits, produces 
sleep. 

Hunter also deserves a great deal of credit for 
recognizing that the term “vesiculae seminales” 
really is a misnomer. In his notes on the guinea 
pig, he wrote: “Supposing I have called the fore- 
going bags ‘vesiculae seminales,’ yet I do not be- 
lieve that they are so for these reasons: first, 
the mucus that they contain is by much too thick; 
secondly, it is thickest at the entrance of the 
ducts, where we would expect to find it thin- 
nest if it were semen; for it would be natural to 
suppose that the last that came in would be the 
thinnest; thirdly, it is not natural to suppose 
that it would be in such quantity as to lie in the 
urethra ; fourthly, it is not at all of the colour of 
the semen that is in the vasa deferentia, excepting 
that part that is in the urethra which seems to 
be mixed with it; fifthly, as that in the urethra 
is of a different colour (but differs very little in 
consistence), and that difference is owing to a 
mixture of semen, that would show that no semen 
is mixed with the secretion that is within the bags: 
sixthly, the mucus that is within the bags is the 
same as that which is within the prostate gland: 
for they have no prostate, if the glands which | 
take to be the prostate be not it; seventhly, the 
vasa deferentia do not open into these bags, nor 
communicate therewith, excepting by means of 
the urethra.” (Essays and Observations, i, pp. 
210-211.) 

Under the heading “Observations on the glands 
situated between the rectum and bladder, called 
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vesiculae seminales,” he further wrote: “Those 
bags, in the male of some animals, which are 
situated between the bladder and rectum, and 
commonly called ‘vesiculae seminales,’ have been 
considered as reservoirs of the semen secreted by 
the testicles, in the same manner as the gall- 
bladder is supposed to be a reservoir of the bile. 
Physiologists must have been led to form this 
opinion from observing that in the human subject 
their ducts communicate with the vasa deferentia 
before their termination in the urethra. This 
communication was supposed to allow the semen, 
when not immediately wanted, to pass into the 
bags from the vasa deferentia by a species of 
regurgitation. But more accurate observatioris 
respecting their structure and contents in the 
human subject, and on corresponding parts in 
other animals supposed to answer a similar pur- 
pose, joined to the circumstance of their not being 
found in every class, induced me to conclude that 
this opinion was erroneous. To throw as much 
light upon this subject as possible, I made a num- 
ber of experiments, and availed myself of every 
opportunity which offered of examining whatever 
could in any way elucidate the point; and, from 
what I have been able to collect, I think it will 
appear that they cannot be considered as reser- 
voirs of the semen. 

“To proceed regularly with my investigation, I 
shall begin by comparing the contents of these 
vesiculae with the semen as it is emitted from 
the penis of a living man. From which comparison 
it will appear that the two secretions are very 
different in their sensible properties of colour and 
smell; and although the semen which constitutes 
the first part of the emission is evidently different 
from the last, yet every part of it is unlike the 
mucus found in these vesiculae.” (Animal GEcon- 


omy, p. 58.) 


INFERENCES CONCERNING SEMINAL VESICLES 
AND SEMEN 


“From the facts which I have stated respecting 
the organs of generation, the observations which 
I have made, and the series of actions which I 
have considered as taking place in the copulation 
of animals, I think the following inferences may 
be fairly drawn. 

“That the bags, called vesiculae seminales, are 
not seminal reservoirs, but glands secreting a 
peculiar mucus; and that the bulb of the urethra 
is, properly speaking, the receptacle in which the 
semen is accumulated previous to ejection. 


“Although it seems to have been proved that 
the vesiculae do not contain the semen, I have 
not been able to ascertain their particular use; we 
may, however, be allowed upon the whole to con- 
clude that they are, together with other parts, 
subservient to the purposes of generation.” (Jbid., 
p. 70.) Although Hunter was mistaken in saying 
that no spermatozoa are forced into the vesicles, 
and that the contents of the seminal vesicles do 
not form a part of semen, or ejaculate, it is re- 
grettable that there still are genito-urinary spe- 
cialists who are unaware that he, and Thomas 
Wharton before him, were correct in regard to 
the major conclusion. 


GENERATION—MEYER 


HUNTER’S EFFORTS TO FIND'THE MAMMALIAN 
OVUM 

Hunter apparently made repeated attempts to 
find the mammalian ovum in the ovaries of hogs, 
sheep, asses and so forth; killing the female a 
few days after mating. Since he was unaware of 
the fact that the ova by this time had been dis- 
charged from the ovary and probably had under- 
gone maturation and fertilization, or even had 
entered the uterus, he merely cut into the remain- 
ing “ova sacs’—that is, the Graafian follicles 
and carefully looked for ova, but found none. 
He unfortunately did not always give the exact 
time that elapsed before he killed the female, and 
seems to have thought that, instead of being of 
first importance, this was of little consequence. 
If he ever opened ovaries containing ripe Graafian 
follicles, he probably did not recognize the ovum 
because, like all others of his and later times, he 
probably looked for something larger. This was 
also the conclusion of Sir Richard Owen, who 
in a footnote said: “The ovarian ovum, of which 
Hunter appears to have been in question, being 
pellucid, colorless, and much more minute than he 
anticipated, escaped his observation.” It is not 
surprising that this should have been the case, for 
it had long been known that, in general, the larger 
the bird or reptile, the larger the egg. Moreover, 
the eggs of amphibia and fish had long been 
known and were easily detected, and it was a 
fair supposition that the eggs of mammals would 
at least have appreciable size, even if a similar 
volumetric ratio did not obtain among mammals 
as among amphibia or birds. 


It is puzzling why Hunter did not find a con- 
ceptus at the time of autopsy, in the uterus of a 
young woman who “poisoned herself in the first 
month of her pregnancy”; for it is explicitly 
stated that “. .. . no precaution was omitted which 
could be devised to prevent it being overlooked or 
destroyed.” It is recorded that: “The uterus was 
opened in a basin of clear water, the incision was 
conducted with great circumspection, and very 
slowly continued, till the whole of the cavity was 
exposed. Every part of the internal surface was 
minutely examined with magnifying glasses; but 
in no situation was there anything resembling an 
embryo to be found. 


“The presence of a corpus luteum, the enlarge- 
ment of the uterus, the newly formed vascular 
membrane, or decidua, lining the cavity, and the 
history of the case, sufficiently prove conception 
to have taken place; and the embryo being no- 
where detected by an examination so accurate 
and conducted by an anatomist so skillful in 
minute investigations, would induce a belief that 
the foetus had not been sufficiently advanced to 
take on a regular form.” In a footnote to these 
words, Owen said that “With respect to the nega- 
tive results of Mr. Hunter’s examination relative 
to the reception of the foetus in the uterus, and 
‘its acquisition of a visible form,’ I suppose that 
the word ‘foetus’ is here used to express the 
product of generation, or ovum, especially as it 
is stated, that ‘in the examination of the uterus 
and Fallopian tubes, Mr. Hunter’s chief object 














































































































































































































































































































was the detection of the “embryo”.’ Now if the 
product of generation were really expected to 
have been seen in that state of development which 
we understand by the terms embryo and feetus, 
its presence was most likely overlooked; since, 
from the analogy of the dog and rabbit, it most 
probably would have existed merely as a small 
pellucid vesicle or ovum, supposing that it had 
escaped from the ovarium; and it is to be re- 
gretted that the expression ‘there was found in 
the left “ovarium” a corpus luteum’ is all the 
evidence on that point which the present case 
affords.” In an addendum to this footnote, Owen 
quoted Home as having stated in the Philosophical 
Transactions, page 255, that “‘As the ovum was 
so extremely small as to admit of dispute whether 
it was one or not, I carried it immediately to 
Kew, to Mr. Bauer, who, after examining it, said 
it looked like the egg of an insect.’ ”” Owen added: 
“Mr. Clift, who laid open the uterus in question, 
and patiently scrutinized the whole of its cavity 
without perceiving any trace of an ovum, has 
always been of opinion that the one afterwards 
detected by Home was dropped from one of the 
numerous flesh-flies which were buzzing about at 
the time of the examination.” (Animal GEconomy, 
pp. 91-93.) These words of Owen might imply 
that Mr. Clift instead of Mr. Hunter made the 
examination, were it not for the fact that in the 
footnote mentioned above, Owen spoke of “. . . 
the negative results of Mr. Hunter’s examina- 
tion . . .” and Ogle, whose words are amplified 
by Owen’s footnote, spoke of the examination as 
having been “. . . so accurate and conducted 
by an anatomist so skillful in minute investiga- 
tion... .” Since Mr. Clift was a young man of 
only seventeen or eighteen years, these words 
could hardly apply to him and we may hence con- 
clude that it was John Hunter himself who had 
carefully scrutinized the specimen. 


HUNTER’S EXPERIMENTAL ATTITUDE 


Because Hunter was mainly impressed with the 
role of function and perhaps believed that it was 
the creator of structure, it is not surprising that 
he seems to have lacked equal appreciation for 
minute morphology. Hunter’s feeling for func- 
tion had the great compensation that he realized 
the value of experiment. Everyone remembers 
his oft-quoted words to Jenner: “I think your 
solution is just; but why think? why not try the 
experiment? Repeat all the experiments upon a 
hedgehog as soon as you receive this, and they 
will give you the solution.” His experimental atti- 
tude is also exemplified very well by his notes of 
December 24, 1781, in which he stated: 

“In a sow which took the boar on Tuesday and 
was killed the Thursday sennight following, in 
the morning, which was about ten days after, the 
glands of the ovarium [ovisacs or Graafian vesi- 
cles] were swelled a little, and, when cut into, 
contained coagulated blood. Some of them con- 
tained pieces bigger than a cherry stone, others 
were less. The horns of the uterus seemed pre- 
paring for the ova, being divided into partitions 
by a tightness of stricture, but of unequal lengths, 
some being as long again as others; and those 
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divisions corresponded with the number of glands 
in one [the ovarium of that] side, being eleven 
in number; [those of] the other side could not 
be counted, owing to its being opened later, by 
which means the parts were not so distinct. 

“A sow that had taken the boar, April the —, 
was killed April —, viz., — days after. 

“(The dates are lost; however, it is not mate- 
rial; it shows the progress and difference in the 
same animal, some being further advanced than 
others.—J. H.] [The dates, to be sure, were of 
crucial importance. | 

“The following appearances were observed: 
The ovarium of the right side was larger than 
that of the left. There appeared several ova 
[ovisacs] that were more vascular and larger than 
the others. These were eleven in number, each of 
which had a part projecting like a nipple, which 
was more evident in some than in others. The 
remaining number had this appearance beginning 
to take place; the other ova [ovisacs] were 
smaller, of a yellowish white, harder and firmer 
in consistence. When cut into, they appeared of 
the same colour [throughout] their whole sub- 
stance. 

“One of the eleven [ovisacs] appeared as if it 
had burst. When cut into, it had an irregular 
appearance of a cavity, in which there was extra- 
vasated coagulated blood. On cutting into the 
other ova [ovisacs] which seemed impregnated 
(viz., those which had the projecting appearance ), 
they seemed to be taking on more the appearance 
of a cavity; which in some of them contained a 
yellowish serum, in others coagulated blood, but 
of irregular form, like extravasation into the sub- 
stance. This was much more in some than in 
others. 

“In the other [ovisacs] that had not the above 
projection, their cavities appeared more circum- 
scribed and perfect; their inner surfaces were 
very vascular with partial exudations of coagu- 
lated blood, and they contained a serum. The leit 
ovarium had seven of the ova [ovisacs] of a red 
colour, four of which had a projection. One of 
them seemed ready to burst; and in cutting into 
its substance, one cavity, whose surface was vas- 
cular, was covered with coagulated blood, and 
contained also serum. The other three were not 
so much advanced; but all contained coagulated 
blood, which might be separated from all sides of 
the cavity." 

“In the uterus of a sow sixteen days gone, the 
foetus was formed, and its purse-shaped mem- 
brane [chorion and allantois] was above a foot 
long in some. This membrane, with the foetus 
nearly in the middle between each end, occupied 
nearly the whole length of the cavity of the uterus, 
like a tape-worm in the intestines. Through the 
whole course of the uterus was a white mucus 

“1 [Here the process of examination seems to have been 
sections across, or cutting into the substance of the ovisac, 
whereby the true ovum was most probably destroyed, and 
its contents only observed, which might have been th 
‘serum’ that Hunter mentions. Had the exterior covering 
of the mammillary eminence been carefully scratched open, 
the ovarian ovum might have been detected and removed 
entire.]” It would have been better had Sir Richard said 
that the ovum probably was lost, and it is highly improb- 


able that anyone could have observed its contents without 
considerable magnification. ’ 
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almost like cream; and where the feetus lay, this 
was most in quantity. 

“In two other sows that were only allowed to 
go ten days, I could not observe any change what- 
ever, and there was none of the mucus to be found 
in either uterus.” (Essays and Observations, ij, 
pp. 196-198.) 

In the “Experiments on Sows” made in De- 
cember, 1781, and in that on an ass in October 2, 
1789, for the purpose of discovering the early 
ovum, Hunter does not seem to have profited by 
the important experiments and observations of 
Cruikshank on rabbits. This is very surprising, 
for he seems to have been on friendly terms with 
him, and Cruikshank stated that the results of 
his work had been incorporated in the lecture on 
the gravid uterus given annually at the Great 
Windmill Street school, for nineteen years before 
their publication in 1797. Von Baer regarded them 
as so accurate and so suggestive that he wondered 
why the mammalian ovum had not been discovered 
before. It would seem that John, like William 
Hunter and Haighton, did not grasp the import 
of Cruikshank’s findings and hence still sought 
for the ovum in the ovary ninety-two hours after 
copulation in the ass, and nine days after copu- 
lation in the sow. 


The constrictions in the cornua which Hunter 
noticed do not indicate that the blastocysts had 
already implanted, for in a personal letter Pro- 
fessor Corner informed me that they do not be- 
come fixed until the thirteenth day. He further 
suggested that the constrictions which Hunter 
saw were transient muscular contractions. Weysse 
stated in 1894 that the largest blastodermic vesi- 
cle found by him in the sow before eleven days 
measured 3.9 millimeters, and that one seen ten 
days after mating measured only 1.95. Accord- 
ing to Assheton (1898), the blastodermic vesicle 
increases from 0.2 to 1.95 millimeters from the 
seventh to the ninth day, and is 3.35 millimeters 
large by the tenth day. According to Corner, the 
blastocysts of the hog are soft, collapsed vesicles 
a few millimeters in diameter, nine days after 
mating, elongation beginning on the eleventh day. 
There seems to be no agreement among investi- 
gators regarding this matter, however, for it has 
been estimated that they are up to forty milli- 
meters in length at this time. If so, it seems that 
Hunter would have recognized them. In the ass 
they probably were still in the tubes, and Hunter 
hence failed to find anything except the ruptured 
follicles and corpora rubra in the latter. 
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ON LOCAL RESPONSE IN GROWTH 


It is especially interesting to note that Hunter 
called attention to the fact that there is a marked 
local response in growth at the site of uterine 
implantation. He thought that the human fetus 
probably moved more than that of any other 
animal because of the great length of its cord 
and the presence of a relatively large amount of 
amniotic fluid. He apparently had a good idea 
of the gross formation of the yolk or ovum in 
the ovaries of the fowl, and he seems to have 
watched the development of the eggs with great 
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care, though he does not seem to have availed 
himself of “the microscope to any extent. He pre- 
ferred to speak of the albumen of the egg as 
slime, and knew that it was produced by the ovi- 
duct. He thought that it “. . . comes nearest to 
the nature of blood of any animal substance we 
know; and we know it 1s alive, therefore not 
necessary to undergo any change to have this 
effect produced; for it is only the absorption of 
living parts, therefore is capable of composing the 
animal without having undergone the act of diges- 
tion. (Essays and Observations, i, p. 202.) 
AND ABSORPTION” 

This is in harmony with his idea that chyle has 
life, and that food becomes “animalized” during 
digestion. When considering the “Functions of 
nutrition and absorption,” he also wrote: “The 
remote cause of absorption of whole and living 
parts implies the existence of two conditions, the 
first of which is a consciousness, in the part to be 
absorbed, of the unfitness or impossibility of re- 
maining under such circumstances, whatever they 
be, and therefore they become ready for removal, 
and submit to it with ease. The second is a con- 
sciousness of the absorbents of such a state of 
the parts. Both these concurring, they have noth- 
ing to do but to fall to the work.”’ Since Palmer’s 
comment upon this idea of Hunter is so perti- 
nent and so timely even today, I shall insert his 
words. He wrote: “The reader, I imagine, will 
scarcely refrain from smiling at the naiveté with 
which our author here ascribes consciousness and 
intelligence to an animal body, to an extent little 
inferior to Boerhaave, Van Helmont, or even 
Stahl. It were devoutly to be wished that the body 
politic possessed a similar consciousness of what 
ought to be done, and an equal will and power 
to carry its resolutions into effect.’”’ (Principles 
of Surgery, p. 49.) 

It will be recalled that Hunter also looked upon 
the blood as living and as extraordinarily potent, 
recalling very much the opinions of Harvey; but 
it is rather surprising that he held the view that 
the albumen could be incorporated directly into 
the body of the developing embryo without diges- 
tion, for, as to the yolk, he stated very clearly 
that as “. . . this membrane [“membrana vitelli” | 
beginning at 
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advances, the yolk becomes fluid, 
first where the membranal forms, extending itself 
as the membrane of the yolk extends, by which 
means the yolk is rendered fit for passing through 
the duct into the intestine, after the chick is 
hatched ; and it is even not coagulable with heat, 
so that we may know when an egg has been sat 
upon, when boiled, for the yolk remains a thin 
and watery fluid.” (Essays and Observations, pp. 
208-209. ) 


HUNTER’S IDEA OF FERTILIZATION 


Hunter’s idea of fertilization was akin to Har- 
vey’s in that he also believed it was due to an 
influence; not the influence of the male upon the 
female, however, but of semen upon the ovum. 
This conclusion seemed to him to be supported by 
some experiments upon silkworms, for he said: 
“In dissecting the female parts in the silk-moth, 
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I discovered a bag lying on what may be called 
the vagina, or common oviduct, whose mouth or 
opening was external, but it had a canal of com- 
munication between it and the common oviduct. 
In dissecting these parts before copulation I found 
this bag empty, and when I dissected them after, 
I found it full. Suspecting this to contain the 
semen of the male, I immediately conceived the 
following experiment. I opened the female as soon 
as the male had united to her, and found the penis 
in the opening of this bag, and by opening the 
duct where the penis lay I observed the semen 
lying on the end of the penis. In another, I ob- 
served the bag to fill in the time of copulation; 
and in a pair that died in the act, I found the 
penis in this passage. 

“When we consider the impregnation of the 
egg in the silk-worm, we may observe the follow- 
ing circumstances : 

“First, many of the ova are completely formed, 
and covered with a hard shell, before copulation ; 
secondly, the animals are a vast while in the act 
of copulation; and, thirdly, the bags at the anus 
are filled during the time of copulation. From the 
first observation it appears that the egg can re- 
ceive the male influence through the hard or horny 
part of the shell. To know how far the whole, 
or only a part of the eggs, were impregnated by 
each copulation, I made the following experi- 
ments. I took a female just emerged out of her 
cell, and put a male to her, and allowed them to 
be connected their full time. They were in copu- 
lation ten hours. I then put her into a box by 
herself, and when she laid her eggs, I numbered 
the different parcels as she laid them, viz., 1, 2, 
3, 4, 5; these eggs I preserved, and in the summer 
following I perceived that the No. 5 was as pro- 
lific as the No. 1; so that this one copulation was 
capable of impregnating the whole brood; and 
therefore the male influence must go either along 
the oviduct its whole length, and impregnate the 
incomplete eggs as well as the complete, which 
appears to be not likely, or those not yet formed 
were impregnated from the reservoir in the act 
of laying: for I conceived that these bags, by con- 
taining semen, had a power of impregnating the 
egg as it passed along to the anus, just as it tra- 
versed the mouth of the duct of communication.” 
(Animal GEconomy, p. 451.) 


(To be continued) 


CLINICAL NOTES AND CASE 
REPORTS 


EPINEPHRIN BY INHALATION, FOR THE 
RELIEF OF ATTACKS OF BRONCHIAL 
ASTHMA 


By Epwarp Matzcer, M.D. 
San Francisco 


PINEPHRIN by inhalation, for the relief of 
the attacks of bronchia! asthma, is now a 
simple procedure, and available to all asthma 
victims. The technical feat of perfecting an all- 
glass nebulizer that can actually vaporize watery 














Vol. 43, No. 3 






solutions has been accomplished. This innovation 
is of importance both to the patient, who is the 
victim, and to the physician, who is confronted 
with the problem of relieving attacks of bronchial 
asthma. 

To those of us who have been of the opinion 
that the pathology of bronchial asthma is pre- 
dominantly an edema of the bronchial mucous 
membrane, epinephrin applied locally appeals as 
the logical technique for its administration. The 
ability of the patient to breathe more deeply as 
the vaporized epinephrin is inhaled through the 
open mouth, speaks for a progressive shrinkin \g 
of the edematous bronchial mucous membrane. 
This ability to shrink edematous bronchial mucous 
membrane parallels what we can see when epi- 
nephrin is applied directly to the swollen nasal 
mucous membrane. 

This idea of inhalation therapy for the relief 
of bronchial asthma developed shortly after the 
introduction of the use of epinephrin by injection. 
I have found references to such attempts in 1921 
(Ephraim: Dtsch. Med. Wochenschr.). There are 
for sale at the present time several motor-driven 
apparatuses, each said to accomplish vaporization, 
but I have never found one which truly vapor- 
izes aqueous solutions. Inhalation of epinephrin 
vaporized by boiling has failed to relieve attacks. 

There are several all-glass atomizers on the 
market which, though they deliver some vapor, 
also spray droplets. The vapor can be inhaled, but 
the droplets condense on the buccal and pharyn- 
geal mucous membranes, to the patient’s dis- 
advantage. The vaporizer I use holds back the 
droplets and delivers a considerable quantity of 
true vapor. A firm* has placed on the market 
the apparatus of my own design that works satis- 
factorily. 

The epinephrin used must be more concentrated 
than the usually available 1 to 1,000 strength. 
I have used epinephrin, distributed by several 
firms, with satisfactory results, the concentration 
varying from 1-500 to 1-100 strength. I have 
checked blood sugars, blood pressures and urine 
analyses on eight patients, and agree with Dr. k. 
Lageder, (in the Beitraige sur Klinik der Tuber- 
kulose, Vol. 83, page 605,) that there is little or no 
systemic effect from the small amounts of epi- 
nephrin actually absorbed. 


It is obvious that epinephrin, five to ten times 
the strength ordinarily used, should be dispensed 
only on prescription. I can foresee where patients 
unusually susceptible to epinephrin might be 
shocked so severely that death might result. I be- 
lieve that each patient should be tested for blood 
pressure changes before, during and after its ad- 
ministration. Should the blood pressure readings 
indicate a rise unusually high in the systolic pres- 
sure, or even as small as a ten to twenty-point 
rise in the diastolic pressure, this form of therapy 
might be contraindicated. 

I am carrying out a series of detailed studies 
on hospitalized patients in order to determine the 
effects as well as the possible dangers. The satis- 


* The Vaporizer Products Company, 776 Harrison Street, 
San Francisco. 
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factory results so far observed in a large group 
of patients during the past ten months empha- 
size two main points. A considerable quantity of 
vapor without droplets must be produced. An 
attendant can operate the hand bulb for children 
and weakened adults, because, if sufficient vapor 
is available for inhalation, prompt relief is secured. 
The second point is that the epinephrin solution 
used must be concentrated. The more efficient the 
vaporizer is, the less concentrated the solution 
need be, thereby increasing the margin of safety. 

I believe that caution must be exercised in 
recommending this procedure, and that patients 
submitting to this form of therapy should be 
under observation and study until such time that 
all of the possible contraindications have been 
determined. 

909 Hyde Street. 


ATYPICAL FLEXNER DYSENTERY * 


By Cart S. J. Tirtmanns, M.D. 
Los Angeles 


ue twenty-six years of use of vaccine ther- 
apy, including tuberculin, because of the many 
severe reactions and poor results, I have come to 
take up the use of autogenous antigens, and wish 
to report the following two cases of Flexner type 
dysentery. 

REPORT OF CASES 


Case 1—Mrs. H., white, aged sixty-eight, previously 
in good health, was stricken with many diarrheal 
bloody stools and collapse November 8, 1934. Coming 
through the Panama Canal on a British tramp steamer, 
she arrived in Los Angeles Harbor on October 29, 
1934. Her friend, Miss L., had been taken ill with the 
disease on October 17, 1934. 


First night: Twenty bloody stools; nausea; vomit- 
ing; temperature, 102 degrees; collapse. Laboratory 
report: Typical bacillary dysentery stools; stock phage 
for Flexner bacillus given. 

November 10: Maximum temperature, 101.2 de- 
grees; five stools. Laboratory report: Typical Flex- 
ner bacillus dysentery colonies, which would not lyse. 
Stock phage given. 

November 11: Six to ten bloody, mucoid stools; 
tenesmus. Flexner stock phage given; temperature, 
99.6 degrees; irregular pulse. 

November 12: Six liquid stools; temperature, 99.8 
degrees. 

November 13: Five stools; temperature, 99.2 de- 
grees. 

November 14: Autogenous antigen prepared from 
stool cultures by Doctor Wood; temperature, 99.6 
degrees; four to six bloody stools. 


November 15: .1 cc. antigen given intradermally; no 
stool that day; intense local reaction; maximum tem- 
perature, 99.3 degrees; felt better. 

November 16: .05 cc. antigen intradermally; tem- 
perature, 98.8 degrees; one stool flatus; enema gives 
one hard stool; semi-solid diet. 

November 17: Temperature, 98.6 degrees; no stool; 
good day; flatus, red areola site of injection. 

November 18: .2 cc. antigen intradermally; three 
hard stools; temperature, 99.3 degrees. 

November 19: Two semi-solid stools; wheelchair; 
temperature, 99.7 degrees. 

,* The isolation, culturing and recognition of this atypical 
Flexner bacillus dysenteriae were made in the laboratory 
of Professor John Kessel and by Mrs. Hitt of the Brem, 
Zeiler, Hammack Laboratory, by whose work the prepara- 
tion of antigen was made possible, and to whom I express 
my sincere gratitude. 


CLINICAL NOTES—CASE REPORTS 


November 20: .2 cc. antigen intradermally; two 
stools; upset in the evening with one emesis; maxi- 
mum temperature, 100 degrees. 

November 21: Three normal stools; goes to toilet; 
maximum temperature, 99.5 degrees. 

November 22: Temperature, 98.6 degrees; feeling 
fine; one stool; general diet. 

November 23: Temperature, 
charged from hospital. 


During the next seven days her temperature and 
stools were normal, and she remained well. 


99.2 degrees; dis- 
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Case 2.—Miss L., also white, aged fifty-seven, friend 
of Mrs. H., came with her on the same steamer from 
England, passing through the Panama Canal. Three 
ot the ship’s people, including the second officer, had 
diarrhea. Miss L. became ill, October 17, 1934, as 
they came out of the Canal: many bloody diarrheal 
stools; fever; loss of weight; great debility; periods 
of improvement followed by remissions. 

She landed in Los Angeles Harbor on October 29, 
1934. My first call was November 8: twenty muco- 
sanguineous stools. 

November 9: Taken to hospital; maximum tem- 
perature, 100 degrees; incontinent both, bladder and 
bowel; emesis; the bloody, mucoid stools have many 
white and red blood cells, as in bacillary dysentery; 
twenty stools. Bacteriophage of Flexner bacillus from 
stock phage given by mouth; supportive glucose in- 
travenously. 

November 10: Temperature, 99.6 degrees; very 
weak; six to ten diarrheal stools. The second vial of 
stock phage was given by mouth; plate colonies Flex- 
ner type dysentery, which were atypical in that they 
would not lyse. 

November 11: Temperature, 101.3 degrees; five 
liquid stools recorded; stock phage given by mouth; 
gruels and glucose. 

November 13: Drowsy, weak and irregular pulse; 
two stools; temperature, 103.8 degrees. 

November 14: Six liquid stools; drowsy; tempera- 
ture, 100.2 degrees. 

November 15: Temperature, 100.5 degrees; four 
semi-liquid stools; very drowsy; .1 cc. autogenous 
Wood’s antigen intradermally; severe local reaction 
from the antigen. 

November 16: Two formed normal stools; maxi- 
mum temperature, 99.3 degrees—lowest, 97 degrees; 
feels much stronger; .1 cc. antigen aviogenous intra- 
dermally, with strong local reaction. 

November 17: Maximum temperature, 99.2 degrees; 
three semi-formed stools; .1 cc. antigen intravenously, 
with strong local reaction. 

November 18: Temperature, 98.6 degrees; much 
improved; three formed stools. Because we assumed 
that she must have colon ulcers, we increased the 
strength of the antigen, giving .2 cc. intradermally, 
with local reaction. 

November 19: Temperature, 99.7 degrees; three con- 
stipated stools; appetite fair. 


November 20: Temperature, 98.6 degrees; one nor- 


mal stool; temperature normal, and remained so 
thereafter. 


Discharged from the hospital, as recovered, No- 
vember 23. 


COMMENT 


1. In both cases this was the same atypical 
Flexner type dysentery which did not respond to 
the stock phage and could not be made to lyse. 
Patients were losing out. 


2. Immediate relief obtained with the autoge- 
nous antigen prepared by Doctor Frank M. Wood 
of Los Angeles, and full recovery in six and 
seven days. 

8930 South Vermont Avenue. 





BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the workaday problems of the bedside doctor. Suggestions of subjects 
for discussions invited. 








DIABETIC COMA 
ETIOLOGY AND PROGNOSIS 


: a M. D. (The Scripps Metabolic 
Clinic, La Jolla).—%In reviewing the various 
phases of diabetes and the vast number of chap- 
ters which have been written concerning it, this 
particular feature of the disease has probably 
drawn forth the least comment. The principal 
cause of coma, before the discovery of insulin, 
may be attributed to improper diet; but today the 
primary cause may be given as inadequate insulin 
dosage. This latter factor requires further analy- 
sis. The dosage may be inadequate because the 
patient omitted or lowered the required amount, 
or because the amount prescribed proved inade- 
quate for the patient’s maintenance requirements 
at the time. Voluntary omission of insulin on 
the part of the patient, whether through careless- 
ness, disbelief, discouragement, or queer religious 
tendencies, is one of the commonest causes. The 
fact that most instances of coma arise during the 
first or second year after beginning insulin treat- 
ment, and that it occurs infrequently in the dia- 
betics under prolonged treatment, is pertinent 
proof that the diabetic soon adjusts his beliefs 
When one seriously 
any hospital series of diabetic coma 
cases, the victims of which were previously in- 
structed and previously treated, he is struck by 
the fact that many of them are due to attempts 
to exist on too little insulin. The reason for this 
tendency may be due to fear of overdosage with 
its consequent reactions, the belief that insulin in 
large amounts is harmful, or to economic reasons. 
In teaching patients it is well to encourage them 
to see how much insulin they are able to take 
without inducing reactions, rather than to see how 
little they can use consistent with bare sugar free- 
dom. Our education of the diabetic must not stop 
with a few preliminary remarks and superficial 
instruction, but we must adhere to a careful 
follow-up system ; and only after thorough school- 
ing should we permit him to assume the greater 
part of the responsibilities for himself. Deliberate 
breaking of diet does not nowadays constitute 
cause for coma as frequently as in preinsulin days, 
provided moderate insulin dosage is adhered to, 
the purloined carbohydrate being one of the sav- 
ing influences. However, when such indulgences 
are relentlessly practiced, coma intervenes, and the 
etiology must be attributed to wanton carelessness. 
The incidence of coma varies tremendously in 
various hospitals and clinics, depending upon the 
type of patients with whom one deals. From an 
economic standpoint, private patients find it un- 
profitable to encounter coma, while in some strictly 
charitable institutions the same patient may be re- 
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concerning insulin efficiency. 
examines 








admitted many times—as many as nineteen in the 
case reported by Ralli (Jr. Lab. and Clin. Med., 
18 :1119, 1933). 


Infection plays its part in causing coma. The 
more careless the patient the more frequently this 
is true. The average patient remembers the previ- 
ous advice given by the physician, and with the 
onset of any infection keeps closer check on his 
condition. Several urine tests are made dail 
insulin increased as necessary, and fat in the diet 
is reduced. Any infection, no matter what its 
origin, increases the metabolic strain and invites 
acidosis and coma. Tonsillitis, influenza, cellulitis 
in any form, carbuncles, otitis media, and ap- 
pendicitis are among the commonest causes. Gan- 
grene is one of the principal complications which 
easily induce acidosis and coma. 


Coma cannot always be attributed to careless- 
ness in diet. Patients not infrequently are dis- 
covered in terminal coma, and diagnosis estab- 
lished short of exitus. In this regard physicians 
have a responsibility in establishing an early diag- 
nosis. It is to be regretted that some time dia- 
betes may escape the physician’s detection for 
many months. This is especially true in older pa- 
tients, because the triad—polyuria, polydipsia, or 
polyphagia—do not occur in all the cases by any 
means. Their complaints more frequently pertain 
to weakness, weight loss, visual disturbances, or 
other symptoms relative to the vascular system. 


The dictum, “It is better to prevent coma than 
to treat it,” is self-evident. In broad terms, it has 
been stated that the prevention of diabetic coma 
depends directly upon the intelligence of the pa- 
tient. Hospital expenditures for coma are a need- 
less economic waste in most instances. It is to be 
regretted that too many of our physicians still 
look upon diabetes as an uninteresting form of 
chronic disease, and feel that they have done their 
duty when they hand the patient an antiquated 
diet list and give him a recitation concerning the 
dangers of sugar in the urine. Proper manage- 
ment of diabetes, to prevent acidosis and attempt 
to offset vascular complications, is a trust and a 
challenge to any physician. 

Prognosis.—Prognosis depends upon whether 
adequate treatment is instituted early or late. 
Alertness in giving large doses of insulin at the 
onset, followed by persistent treatment and con- 
stant watching, saves many lives. There is a very 
narrow margin between severe acidosis and pro- 
found coma, and once the condition is permitted 
to slip past this margin irreversible chemical re- 
actions have occurred and no treatment, no matter 
how heroic, can alter the course of the disease. 
Recognition of the early signs of acidosis is impor- 
tant, and we must not forget that many of these 
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sions may be masked. Failure to recognize acido- 
sis is today as medically reprehensible as acute 
appendicitis unrecognized and unoperated. Prog- 
nosis also depends upon frequency of administra- 
tion of insulin, as well as upon quantity. After 
an initial large dose of insulin, frequent divided 
doses are more effective than when given en masse. 
The outlook for the patient with quiet, shallow 
breathing, listlessness, drowsiness and stupor may 
be very deceptive, and the prognosis more dis- 
couraging than the one with dyspnea, hyperpnea, 
and a more active demeanor. 

From the physiologic standpoint, the most im- 
portant factor in prognosis depends upon whether 
or not diuresis can be established. If it cannot 
the patient must die. The majority of coma pa- 
tients die of thirst. Too frequently do we see such 
patients lapse into profound coma for lack of 
fluids, although large doses of insulin and carbo- 
hydrate have been administered. Profound meta- 
bolic disturbances accompany severe acidosis; the 
oxygen consumption is greatly increased, and fluid 
loss is extreme. The patient is manifestly de- 
hydrated, and water balance is on the negative 
side. The condition of the patient’s cardiovascular 
state and the method of management of circula- 
tory collapse, if present, are of extreme impor- 
tance in the matter of recovery. Generalized 
shock, with low blood pressure, thready pulse, and 
cold, clammy, moist skin are suggestive signs 
which rightly invite pessimism. Anuria usually 
follows, unless every possible precaution is taken. 


The prognosis of coma in diabetic children is 
identical with that of the adult, viz., the prompt- 
ness with which treatment, if begun, and the ade- 
quacy with which it is continued, with the known 
knowledge that coma occurs more frequently and 
more easily than adults ; just so much more should 
we be alert to recognize the first signs and insti- 
tute early treatment. The metabolic rate of chil- 
dren is proportionately higher than adults, which 
is a factor responsible for the ease with which 


coma is induced. 
a ae 


SYMPTOMS AND DIAGNOSIS 


H. CLare SHEPARDSON, M.D. (384 Post Street, 
San Francisco).—Diabetic coma is preventable, 
and deaths from diabetic coma are needless. Yet 
too often patients develop coma which remains 
unrecognized until adequate treatment is impossi- 
ble. Delay in treatment is the essence of failure; 
consequently prompt diagnosis of the condition 
is of vital importance. 


Coma attacks the young diabetic and the dia- 
betic who is in the first few years of his disease. 
Yet, while the adolescent is more prone to develop 
severe acidosis, no age is exempt. Unfortunately 
the symptoms of diabetic coma are notoriously 
vague, so that the diagnosis may often prove 
elusive. Usually a history of some precipitating 
factor such as (1) too much food, (2) too little 
insulin, or (3) infection, can be obtained. And 
diabetic patients are being so well trained at 
present that the last of these factors is becoming 
most important. A patient may be progressing 
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nicely with diet, insulin and exercise well balanced 
when the development of a carbuncle, pneumonia, 
upper respiratory infection, or other acute febrile 
illness may precipitate an acidosis which soon de- 
velops into coma. At present, however, irregulari- 
ties in diet continue to be the predominating cause 
of coma. 

No symptoms occur consistently, but the onset 
of acidosis is usually accompanied by general 
malaise, nausea, vomiting, and abdominal! pain. If 
proper treatment is not instituted, the vomiting 
and abdominal pain continue; the breathing be- 
comes labored; drowsiness, which increases to 
stupor, appears, and finally coma supervenes. 

When first seen the patient in diabetic coma 
presents a distressing picture. He is stuporous or 
unconscious, obviously dehydrated, with a cold, 
dry skin, flushed face, the lips dry and possibly 
cracked. The tongue and mouth may be heavily 
coated. Because the body is saturated with ketone 
bodies, the breath has a sweet, “fruity” odor. 
Usually there is evidence of severe abdominal pain 
and, rarely, bizarre athetoid movements may sug- 
gest involvement of the central nervous system. 
The respirations are long, deep and rapid (Kuss- 
maul breathing), and the eyeballs are soft. The 
extremities are cold, the body temperature—in the 
absence of accompanying infection—is subnormal. 
The pulse is rapid, weak and often irregular, and 
the blood pressure may be markedly depressed. 

Probably the most significant sign in diabetic 
coma is Kussmaul breathing. This “air hunger” 
type of respiration occurs in some 70 to 80 per 
cent of patients and is almost diagnostic. Of equal 
importance, when present, is the soft eyeball. 
Originally described by Krause (1904), it has 
been observed repeatedly in a high percentage of 
cases of diabetic coma. It is unmistakable, and 
has not been noted in any other condition. 

Gastro-intestinal symptoms are almost always 
present. These may vary from mild nausea and 
vomiting to severe abdominal pain, and may tend 
to add confusion to the picture. While acidosis is 
itself usually responsible for all symptoms refer- 
able to the abdomen, the diabetic is not exempt 
from other diseases which may cause exactly the 
same symptomatology. Such conditions as duo- 
denal ulcer, especially with perforation, acute 
appendicitis, cholelithiasis, coronary thrombosis, 
renal colic, and acute infectious diseases may well 
occur in the diabetic, and in fact may precipitate 
the attack of coma. 

The laboratory affords valuable aid in the recog- 
nition of diabetic coma. The urine almost always 
contains sugar in varying amounts. The demon- 
stration of acetone and diacetic acid in the urine 
is of fundamental importance (a very few cases 
have been reported in which ketonuria was ab- 
sent), for it can safely be said that diabetic coma 
cannot exist without the presence of ketone bodies 
in the urine. In addition, albumin, showers of 
granular casts, and both erythrocytes and white 
blood cells are usually found. The concentration of 
salt and nitrogen are low, and rise with recovery. 


Unfortunately the renal damage which “occurs 
in coma may be so severe as to cause anuria. In 
















































































































































































































































230 


such cases, fortunately rare, studies of the blood 
must be made, not only for diagnosis, but treat- 
ment as well. The blood sugar in coma is high, 
although not extraordinarily so; and the degree 
of hyperglycemia does not parallel the depth of 
coma. In fact, quite high blood sugars have been 
recorded without unconsciousness. Values from 
300 to 600 milligrams per cent are common; and 
they may be as high as 1600 to 1700 milligrams 
per cent. 

A much better criterion of the severity of the 
acidosis apparently is the degree of elevation of 
the blood lipoids as measured by the cholesterol 
content of the blood. This latter is uniformly 
elevated, usually varying from 300 milligrams to 
800 milligrams per cent (the normal value varies 
from 150 to 200 milligrams per cent). However, 
it should be added that high cholesterol values 
have been found in diabetics without acidosis 
(MacGavack and Shepardson). 


There is a marked lowering of the carbon di- 
oxid combining power of the blood. In severe 
cases it may be depressed from the normal value 
of 50 to 60 volumes per cent to 10 volumes per 
cent, or lower, and values so low as to preclude 
accurate reading on the Van Slyke instrument are 
occasionally obtained. 


The nitrogenous elements of the blood stream 
are increased, sometimes alarmingly; the non- 
protein nitrogen is frequently found to be elevated 
to levels suggesting the presence of actual uremia. 


The blood chlorid, which normally varies from 
450 to 500 milligrams per cent, is often appreciably 
lowered, due possibly to the persistent vomiting. 


Finally, the cellular elements of the blood are 
uniformly elevated, although in varying degrees. 
The erythrocytes are increased relatively little, 
largely as a result of the dehydration, and there 
is a corresponding elevation in hemoglobin values. 
On the other hand, the white blood count may be 
greatly elevated, the counts varying from normal 
to as high as 60,000 to 100,000. No adequate ex- 
planation has been offered for the tremendous 
leukocytosis which is sometimes encountered. 


That meningeal irritation occasionally occurs is 
suggested by the rare occurrence of peculiar, un- 
classified symptoms referable to the central nerv- 
ous system, and by the finding of an elevated cell 
count (the highest I have seen has been 350 cells, 
largely. of the polymorphonuclear type) in the 
spinal fluid. 


In many instances an attack of diabetic coma 
may be unhesitatingly recognized. Yet it should 
be remembered that an unconscious patient fre- 
quently presents a difficult diagnostic problem. 
Nausea, vomiting, hyperpnea, drowsiness or un- 
consciousness, hyperglycemia, and ketonuria are 
the cardinal symptoms and signs of diabetic coma. 
Consequently history, physical findings, examina- 
tion of the urine and determination of the blood 
sugar will permit early diagnosis in almost every 
instance. Furthermore, the onset of diabetic coma 
is insidious, coming on over a period of hours or 
days, a fact which is of considerable importance 
in differentiating it from insulin shock. The latter 
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is manifested in a matter of minutes, and th 
symptomatology is usually characteristic: nervous- 
ness, sweating, faintness, headache, hunger, a: 


double vision. 


Because the patient in diabetic coma is really 
patient in shock, with evidence of collapse of 
circulatory system, with dyspnea, rapid and oijte: 
irregular, weak pulse, low blood pressure and sul 
normal temperature; and because nausea, vomit- 
ing, and abdominal pain (together with marked 
rigidity of the abdominal muscles) are usuall 
present, it is frequently extremely difficult 1 
adequately eliminate the possibility of an intra- 
abdominal lesion. The lack of fever is of some 
aid, for most often elevation in body temperature 
accompanies abdominal emergencies. Then, too, in 
diabetic coma the leukocyte count is often higher 
than that found in peritoneal irritation. Paren- 
thetically, it should be stated that if it is felt 
reasonably certain that an acute lesion of the ab- 
domen exists, immediate operation is the safer 
procedure. An acute abdominal infection may not 
only precipitate an attack of coma in the diabetic 
patient, but prolong it as well. 


Acute coronary disease may offer some diffi- 
culty, at least until adequate examination of the 
urine and blood can be made. Likewise a cerebro- 
vascular accident may produce symptoms simu- 
lating an attack of coma. Mild acidosis, sufficient 
to produce ketonuria, is not an uncommon accom- 
paniment of cerebral hemorrhage. 


Other conditions, such as body injuries, drug 
poisoning, meningitis, must be excluded. Uremia 
especially may be particularly difficult to differ- 
entiate. However, the extremely slow onset, the 
apathy, occipital headache, stertorous breathing 
(quite unlike the Kussmaul type), full bounding 
pulse, elevated blood pressure, uremic odor, the 
muscular twitchings or convulsions, and the usual 
changes in the eye-grounds, all are valuable differ- 
ential factors. Then, too, the urine in uremia is 
most often sugar-free, ketonuria is not usually 
present, and the carbon dioxid combining power 
of the blood is rarely below 30 volumes per cent. 

It should be realized that an attack of diabetic 
coma always results from some cause, and, sec- 
ondly, that acidosis often occurs in a diabetic ; but 
it may be far removed from the degree of in- 
tensity characteristic of coma. Hence the finding 
of a positive Ferric chlorid reaction does not com- 
plete the diagnosis. Discover the cause, and the 
differential diagnosis becomes easy. 


* * * 


TREATMENT 


BeErRTNARD SMITH, M.D. (1930 Wilshire Boule- 
vard, Los Angeles).—A patient in diabetic coma 
is a patient in profound shock, and this critical 
condition is the more serious because there is pres- 
ent the complication of the disturbance in carbo- 
hydrate metabolism. The immediate measures in 
therapy are those directly important in the treat- 
ment of shock. The patient should be placed in 
a bed warmed by electric blankets, electric pads 
or hot-water bottles, and particular care should 
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be used to avoid burns. Gastric lavage should be 
carried out immediately. This will aid in control 
of the vomiting and serve to correct or avoid any 
overdistention of the stomach. The lower bowel 
should be cleared by enema, but this had best be 
delayed until general supportive treatment has 
made it safe to disturb the patient. Digitalis, 
either subcutaneously or intravenously, should be 
used early, and should usually be continued for 
some time after the patient is well out of coma. 
In severe shock, ephedrin may be given intra- 
venously. Caffein sodium benzoate and adrenalin 
may be of immediate use. The final outcome of 
treatment may depend largely upon the interval 
that has elapsed before such therapy is begun. 

In the treatment of the underlying fault in 
carbohydrate metabolism, insulin is always indi- 
cated. An immediate subcutaneous injection of 
twenty to forty units should be given as soon as 
the patient is seen and the diagnosis is made. Fol- 
lowing this, insulin can be given intravenously, 
in combination with glucose. When anuria is pres- 
ent, the first glucose to be given intravenously 
should be in a concentration of 50 per cent. This 
should be warmed, and such volume injected as 
will supply from ten to twenty grams of glucose. 
Insulin should be added directly to this glucose 
solution to supply one unit for every two grams 
of glucose. 

After the anuria has been overcome and the 
patient is found dehydrated, it is well to give fur- 
ther glucose in solution of 5 or 10 per cent con- 
centration in volume to furnish from 500 to 1000 
cubic centimeters of fluid. This glucose is dis- 
solved in normal saline, and insulin may be added 
to this weaker solution of sugar in the same unit 
proportion as in the higher concentration. The 
amount of liquid that can safely be added to the 
blood stream should be most carefully considered 
in order to avoid too great strain on the heart. 
Further insulin therapy can be guided by tests 
of hourly urine specimens, obtained by catheter 
or by frequent blood-sugar analyses. The blood 
tests can be made easily, and with no disturbance 
or distress to the patient, by using the micro- 
technique, which requires blood only in such 
amount as can be obtained by the finger prick. 


Insulin must be given in sufficient dosage and 
at such frequent intervals as will give a control of 
the hyperglycemia present. However, caution is 
important to avoid too rapid a drop in blood 
sugar, or forcing the blood sugar down to a level 
below the essential requirement of the individual 
patient. A safe guide for the uncomplicated dia- 
betic patient is to consider his blood sugar re- 
quirement as the figure that represents his age 
plus one hundred. When diabetes is complicated 
by cardiovascular disease, it is wise to consider 
the normal value ten or twenty points higher. 
Any diabetic patient in coma should be considered 
as a cardiac patient until the ketosis is entirely 
cleared and no evidence remains of myocardial 
damage. 

When the dehydration is extreme, additional 
measures may be indicated. Normal saline may 
be given intravenously and by hypodermoclysis. 
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Its value when given per rectum is questionable. 
With severe anhydremia is associated an accumu- 
lation of organic acids in the body fluids, with 
serious replacement of bicarbonate. The loss in 
electrolyte balance may be so marked that a satis- 
factory restoration is not possible, or quickly given 
through intravenous use of saline, glucose and 
insulin. Great benefit may be given by intravenous 
injection of sodium lactate. This requires careful 
preparation and is used as directed by Hartmann 
and Senn. The use of from four to seven cubic 
centimeters of this molar solution per kilogram 
of body weight will be of particular benefit in 
those patients where dehydration is extreme and 
a considerable volume of fluid can be given intra- 
venously. Sodium lactate may be used early in 
coma treatment, without waiting to see the full 
effect of the saline and glucose solution. An early 
rise in blood sugar may be found immediately 
after the intravenous injection of sodium lactate, 
and this rise should not be considered an indica- 
tion for giving additional insulin, since the blood 
sugar may subside unaided. 

The most important part in the treatment of 
diabetic coma is that of prevention. This can best 
be met by the thorough teaching of the diabetic 
patient or the mother of the diabetic child. 
Dangers of not strictly following diet directions 
and reducing or stopping insulin cannot be too 
strongly emphasized. One very common precipi- 
tating factor in diabetic coma is the omission of 
insulin on account of loss of appetite, nausea, or 
some other symptom that reduces food hunger. 
Serious danger from acute and even mild infec- 
tions must be understood and cannot be too often 
repeated in diabetic teaching. 


1 A. F. Hartmann and M. J. E. Senn. J. Clin. Investi- 
gation, 11:345, 1932. 








The Habit of Sleep—It may be taken as axiomatic 
that the greatest satisfaction in living comes to those 
fortunate people who early develop good habits—good 
habits in the maintenance of bodily economy, thinking, 
fancy, emotional control. 

Recent research has pointed to the midbrain region 
as being especially involved in the sleep functioning. 
Also the calcium ions appear to be concerned with 
the induction of sleep. Yet the question of the causes 
and mechanism of sleep is still a riddle. Some older 
theories of sleep described it as a condition forced on 
the person by toxins arising from fatigue, or other 
source. Such an explanation failed to take into ac- 
count the common experience of all, that we generally 
do not sleep because we are fatigued—in fact, great 
fatigue often is accompanied by insomnia. It may be 
that we sleep to avoid fatigue. Sleep is an active 
process in which the whole personality is engaged. 

A restful period before going to bed, isolation from 
distracting stimuli, a comfortable stomach, enough air 
in circulation to take care of ordinary oxygen needs 
as well as the evaporation’ of perspiration, sufficient 
covering to keep comfortably warm, a comfortable 
posture, and then letting go with a naive confidence 
in the success of the experiment and the satisfaction 
to be gained by it—and the thing is done—Wendell 
Muncie, M. D. 


O health! health! the blessing of the rich! the riches 
of the poor! Who can buy thee at too dear a rate, 
since there is no enjoying the world without thee? 
Be then not so sparing of your purses, honorable 
gentlemen.—Ben Jonson. 
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STATE AND COUNTY SOCIETY ACTIVITIES 


NEW REGULATIONS: FEDERAL COMPENSATION 
COMMISSION 


On July 15, 1935, the United States Compensation 
Commission promulgated new regulations covering 
compensation and medical treatment for employees of 
the Works Progress Administration. These regula- 
tions are contained in a pamphlet of some fifty or sixty 
pages and the following are certain outstanding fea- 
tures that are imparted for our members’ information 
and consideration. 

1. These regulations cover disability or death or 
result from traumatic injury sustained while in the 
performance of their work on the Works Progress 
Administration. 

2. The office of the local or district Works Progress 
Administration is the central bureau through which 
contact and instructions should be secured. 

3. These employees are entitled to medical and hos- 
pital care made necessary by reason of injury. 

4. Under no circumstances shall treatment be author- 
ized for illnesses or diseases in any form except as 
shall naturally result from traumatic injury by acci- 
dent causing harm or damage to the physical structure 
of the body. 

5. The act provides that medical treatment shall be 
furnished by United States Medical establishments 
or hospitals—where practicable—and also provides 
that these facilities be used to the extent that they 
are available. In localities where federal medical facili- 
ties are not available or where such facilities are not 
adequate, the State compensation officer, or his local 
representative, shall make arrangements for medical 
care by reputable private physicians. 

6. The Commission will pay medical fees not in 
excess of the minimum charge prevailing in the com- 
munity for similar services. 

7. The regulations provide that the State compen- 
sation officer or his local representative shall contact 
the local medical society to enlist their codperation in 
selecting physicians who are especially qualified to 
render service in industrial accident cases. Under no 
circumstances should there be any discrimination 
against any physician. Plans should be made to dis- 
tribute compensation cases in as equitable a manner 
as possible. 

7. The local compensation representative will be 
required to follow up all cases under private medical 
care, secure medical reports and to endorse each 
voucher for medical services before it is forwarded to 
the State compensation officer. 

8. Form C. A.-16 or a letter containing the infor- 
mation required by that form must be issued by the 
person in charge of a project or the compensation 
representative in sending an injured employee to a 
physician or hospital. 

9. In general, no hernia operation should be author- 
ized until a report has been rendered to the State 
compensation officer except that in an emergency due 
to strangulation, an emergency operation may be 
authorized by the local representative. 


232 


CALIFORNIA MEDICAL ASSOCIATION 


This department contains official notices, reports of county society proceedings and other information having to do with 

the State Association and its component county societies. The copy for the department is submitted by the State Association 

Secretary, to whom communications for this department shoul i 

mittees and of component county societies and affiliated organizations, are printed in the front advertising section 
(Adv. pages 2, 4 and 6). 





be sent. Rosters of State Association officers and com- 











10. Authorization for treatment is issued only to one 
physician. If a second physician, hospital or nurse is 
required, the physician is fully authorized to procure 
such assistance as may deem necessary and they shall 
be compensated according to local fees. 

The foregoing are the general provisions and memi- 
bers are urged to contact those in charge of Works 
Progress activities in their community in order that 
medical services required may be arranged for in com- 
pliance with the regulations of the Compensation 
Commission. 

* * * 


SUGGESTED PROGRAM OF CO-OPERATION BETWEEN 
THE ORGANIZED MEDICAL PROFESSION AND 
OFFICIAL HEALTH AGENCIES FOR THE 
ADVANCEMENT OF PUBLIC 
HEALTH 


More and more each year there has become evident 
the interest of the practicing physician in preventive 
medicine and his apparent effort to conduct his prac- 
tice in a way that will mean most to the welfare of 
the public in his community. Health officials have 
long since realized that without the fullest codperation 
of the practicing physician, the official health agency 
cannot be successful in the conduct of its program. — 

It is proposed, therefore, that a definite program 
of codperation be adopted in which the usual health 
department activities may be directed by the official 
health agencies and in which the practicing physician 
will conduct the medical portions of the program. 
This codperative effort should be sufficiently broad to 
cover such activities as community immunization cam- 
paign, school medical examinations, infant and pre- 
school health conferences, and other periodic medical 
examinations, 

CAMPAIGN FOR IMMUNIZATION 


_ It is proposed that the Association during the com- 
ing fiscal year sponsor throughout the State a definite 
effort toward immunization of all preschool and school 
children against diphtheria and smallpox. Such a 
campaign would be conducted as follows: 

1. The local health officer would work in close co- 
operation with his local county medical society. 

2. The health officer would determine the number 
and location of persons to be immunized and start an 
immediate program of education directed to those 
persons. 

3. Contact would be made with the medical society 
leading to an agreement whereby each physician would 
be willing to accept in his office applicants for im- 
munization. This could probably most effectively be 
accomplished by setting aside a period of one month 
during which the physician would agree to immunize 
anyone in his office for the price of $1. 

4. The health officer, through his staff of field nurses, 
would then acquaint the people of his district with 
the arrangement that has been made, and make a 
definite effort to have all unimmunized persons go to 
their family physician’s office for immunization during 
that period. 


5. The health department would furnish materials 
necessary for immunization as required by each physi- 
cian. In return for this assistance from the health 
department, the physician should immunize those un- 
able to pay without charge. 


The above plan, if carried out, should be very valu- 
able to the health agency in accomplishing immuniza- 
tion of large numbers of children who otherwise could 
not be reached. The plan should be attractive to the 
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practicing physician because it not only preserves the 
contact between his office and his private patients, but 
refers to him persons who have not formerly been 
members of his clientele. Furnishing of material by 
the health department is very properly in line with 
the health department’s policy to carry out this phase 
of disease prevention, and gives the physician an op- 
portunity to undertake such a campaign without cost 
to himself. Such a campaign entered into wholeheart- 
edly by both the official health agency and the county 
medical society should do much to forward the activi- 
ties of the program for the health of the community 
in which both agencies are vitally interested. 

Our Association’s Committee on Health and Public 
Instruction recommends the above plan for considera- 
tion and adoption by county societies. It should be 
perceived that this plan returns to the family physi- 
cian the rendering of preventive treatment. 

It might be well to also give consideration to es- 
tablishing a “health hour” in every physician’s office 
on one or two afternoons each week. Announce to 
the public that during this hour patients may come 
in for immunizations and examinations for a charge 
of $1. The physician would render service during this 
hour much as he would in a school or hospital clinic. 
New Jersey and Detroit have developed this health 
hour with marked success. Many doctors have been 
known to collect $15 to $25 during this hour—an in- 
come source that had been neglected. 

The Committee on Health and Public Instruction 
requests that county societies adopt this suggestion 
and initiate it in their county. 


* * * 


“KEEPING UP” 


“Much has been written and said relative to the 
importance of postgraduate medical education. It is 
important. The physician who fails to keep up with 
his colleagues in their pursuit of new information and 
knowledge fails in his obligation to his patients and 
himself. 


“For some reason, however, many who have spoken 
or written on the subject have made it appear as if 
continuation of medical education is an arduous under- 
taking—something that requires the expending of 
large amounts of time, energy and money; travel to 
foreign lands. Can this be so? We believe not.” 


The above extract from the Ohio State Journal is 
answered by our Association’s program for district 
postgraduate conferences that will be inaugurated this 
fall in the several councilor districts. The Medical 
Department of the University of California made 
available such conferences in several counties and was 
the pioneer of this educational movement in California. 
The University will this year codperate with and con- 
form to the Association’s program. 

With four readily accessible medical colleges in the 
State, with their announced postgraduate courses, with 
our planned district conferences and with our many 
county and State medical meetings, a physician no 
longer has the excuse that he has not the time or 
money to keep up with his colleagues. Plan to attend 
these sessions. 

* * * 


EXTENSION EDUCATION IN PHYSICAL THERAPY 


One of the aims of the Council on Physical Therapy 
of the American Medical Association is to promote 
extension education in physical therapy. 

The Committee on Education of the Council believes 
that one of the best ways of extending postgraduate 
instruction in physical therapy is to arrange for practi- 
cal talks to be given before state, county or other 
medical societies. Experience, especially in New York 
and Pennsylvania, has shown that such programs are 
eagerly received by the profession. 

The Council is prepared to assist medical societies 
by furnishing general advice as to programs and by 
suggesting qualified personnel. 

lhe following topics are offered as being of interest 
to the general practitioner: The present status of 


T 


physical therapy; physical therapy in general practice; 
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body mechanics and posture training; massage—indi- 
cations and effects; pathological conditions helped by 
physical therapy; therapeutic exercise; radiation ther- 
apy; hydrotherapy; fever therapy; diathermy, medical 
and surgical, including short wave. 

Motion pictures on the following subjects are avail- 
able for loan: Massage—technique; graduated active 
motion; occupational therapy; effects of heat and cold 
on blood circulation; effects of massage on blood cir- 
culation. 

In addition, exhibits on physical therapy can be 
arranged in conjunction with the Committee on Scien- 
tific Exhibit, available on request. 

Anyone desiring help in program planning or loans 
of films or exhibits is advised to write the Secretary, 
Council on Physical Therapy, American Medical As- 
sociation, 535 North Dearborn Street, Chicago, Illinois. 


* * « 


FROZEN MONKEYS AND MEN! 


The publicity given to the restoration to life of an 
allegedly frozen monkey and the proposal of a cer- 
tain individual to submit himself to a similar test is, 
at its best, a bid for sensational publicity. It is con- 
trary to the precedents established by scientific re- 
search workers. The fundamental premise is open to 
criticism. 

This unwarranted publicity is deplored by the officers 
of the California Medical Association. It is recom- 
mended that further publicity be discontinued till such 
time when the recognized scientists and research 
workers of State institutions are willing and able to 
attest to the merit and value of such an experiment— 
if this instance justifies being classified as an experi- 
ment conducted in the interests of science and public 


health. 
+ a * 


“BENEFIT” ORGANIZATIONS 


Section 4 of Article 6 of the Principles of Medical 
Ethics reads as follows: “It is unprofessional for a 
physician to dispose of his professional attainments 
or services to any lay body, organization, group or 
individual, by whatever name called; or however or- 
ganized under terms or conditions which permit a 
direct profit from the fees, salary or compensation 
received to the lay body or individual employing him. 
Such a procedure is beneath the dignity of profes- 
sional practice, is unfair competition with the pro- 
fession at large, is harmful alike to the profession of 
medicine and the welfare of the people, and is against 
sound public policy.” 

In several localities of the State approach has been 
made recently to individual doctors and small groups 
by representatives of “Benefit” and “Welfare” organi- 
zations of certain industries. Their quest is to secure 
medical services at a very material reduction of fees 
for their members. Our members are advised to 
decline to enter into any such agreement. 

Judgment should not be obscured by immediate, 
temporary or local results. Just because a lay group 
has formed a “benefit” organization it does not follow 
that they are entitled to special consideration. Physi- 
cians making these concessions to a group will soon 
find that their private patients will resent this favorit- 
ism and demand that they be charged for services at 
these reduced fees. Other untoward results will also 
ensue. The advice is repeated, do not yield to such 
solicitation. 

7 v 7 


The following correspondence is explanatory of the 
above policy: 

Benjamin H. Dibblee, Esq., 
President, Board of Directors, 

St. Luke’s Hospital, 

Twenty-seventh and Valencia streets, 
San Francisco, California. 

Dear Sir: 

Replying to your request for a ruling from the Califor- 
nia Medical Association as to what constitutes the prac- 
tice of medicine, it is impossible for the California Medical 
Association to give a “ruling.’’ This is the province of 
the State Board of Medical Examiners and the courts 
of the State of California. However, the position of the 
California Medical Association is that: 
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1. As provided by the Medical Practice Act, Section 8, 
only the holder of a physician’s and surgeon’s certificate 
is entitled ‘‘to use drugs or what are known as medical 
preparations in or upon human beings and to use any 
and all other methods in the treatment of diseases, in- 
juries, deformities, or other physical or mental con- 
ditions.”” Said act, Section 17, éxpressly provides that: 
‘“‘Any person who shall practice or attempt to practice, 
. . . or who shall diagnose, treat, operate for, or prescribe 
for any ailment, blemish, deformity, disease, disfigure- 
ment, disorder, injury or other mental or physical con- 
dition of any person without at the time holding a valid, 
unrevoked physician’s and surgeon’s certificate shall be 
guilty of a misdemeanor.” 

2. The use by the holder of any such certificate of any 
fictitious name or any name other than his own is pro- 
hibited as provided in Section 14 of the Act. This and 
other portions of this Act and other laws have been con- 
strued by the Supreme Court of this State to prohibit 
the furnishing of the services of a physician, a lawyer or 
dentist by any unlicensed person or corporation. 

The California Medical Association in the proceedings 
of its deliberative and executive bodies has repeatedly 
held, in strict accordance with the law, and published in 
its official journal, CALIFORNIA AND WESTERN MEDICINE, 
that all of the procedures of both roentgenology and path- 
ology constitute the practice of medicine and fall within 
the law as above stated. An examination of the law 
and knowledge of the practice demonstrate that these 
specialties include either the penetration of human tissue 
or the application to the human body of prescribed doses 
of highly dangerous physical agents, to wit, the roentgen 
ray or other radiant energy. 

We are enclosing copies of two resolutions which ex- 
press the attitude of the California Medical Association 
toward the practice of these two specialties. 

Will you kindly advise if we can be of any further as- 
sistance. 

Yours very truly, 
(Signed) F. C. WARNSHUIS, M. D., 
Secretary. 
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CALIFORNIA MEDICAL ASSOCIATION 


July 17, 1935. 


To the President of the Board, and Superintendent of the 

Hospital. 

Sir: 

Pursuant to the action of the House of Delegates 
of the California Medical Association, I am inviting 
your attention to the following resolution that was 
adopted at our annual meeting held in Yosemite, 
May 15, 1935: 

WHereas, The California Medical Association is of the 
firm and unalterable opinion that the practice of medicine 
at all times should be confined to duly licensed physicians, 
and that it recognizes the practice of radiology and clini- 
cal pathology as the practice of medicine; and 

WHEREAS, The California Medical Association is of the 
opinion that a hospital conducting a department of radi- 
ology and/or clinical pathology should do so only to the 
interest of the patient and not for the purpose of profit, 
and that every hospital should bear in mind that in ar- 
ranging for diagnostic and/or therapeutic services by 
such departments it does so as a matter of convenience 
and not as an essential right; therefore, be it 

Resolved, That the Council of the California Medical 
Association be and is hereby authorized to take such 
steps as it sees fit to establish mutually equitable rela- 
tions between hospitals, radiologists and clinical patholo- 
gists to the end that the practice of medicine shall be 
conducted by physicians and not by hospitals; provided, 
however, that the California Medical Association is un- 
alterably opposed to the division of any branch of medi- 
eal practice, such as radiology or pathology, into techni- 
eal and professional portions; and be it further 

Resolved, That the Secretary of the California Medical 
Association be and hereby is directed to send a copy of 


this resolution to each of the several hospitals in the 
State. 


May I respectfully request that the governing body 
and officers of your hospital give consideration to 
these recommendations and advise me of the action 
that is recorded. 

Respectfully yours, 


(Signed) F.C. Warnsnuts, M. D., 
Secretary. 
r 7 7 


CORPORATE PRACTICE OF MEDICINE, 220TH COUNCIL, 
SEPTEMBER 30, 1033 


Doctor Ullmann stated that he believed the Council 
should clarify the relationship of x-ray and laboratory 
men in hospitals so that in all cases their practice 
would conform to the legal requirements regulating 
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the practice of medicine, which prohibits corporate 
practice. Doctor Ullmann then stated that the roent- 
genologist is a consultant; that the hospital furnishes 
the equipment and that it is entitled to a fair return 
on its investment, rental of space, actual expense in- 
volved in janitor service, lighting, etc., and obsoles- 
cence of equipment. ' 

Action by the Council: On motion of Doctor U1!- 
man, seconded by Doctor Toland and unanimous| 
carried, the following resolution was adopted: 


WHEREAS, Roentgenologists and other doctors of medi- 
cine in charge of roentgen and pathological laboratories 
are consultants in medicine and not technicians in that 
they make reports of their interpretations of the results 
of the examinations; and 

WHEREAS, Such reports are as much a part of the prac- 
tice of medicine as the interpretation of the results of a 
physical examination; and 

WHEREAS, It is the practice in many hospitals and other 
institutions to employ roentgenologists and pathologists 
to render such medical service for which the hospital col- 
lects a fee and profits financially thereby; and 

WHEREAS, Such practice of selling or furnishing medi- 
cal and surgical consultation to hospitals or other cor- 
porations is contrary to the laws of the State of Califor- 
nia and the principles of the California Medical Associa- 
tion; therefore, be it 

Resolved, That the Council of the California Medical 
Association deprecates such practice and recommends 
that as soon as practicable hospitals and other institu- 
tions make such arrangements with their attending roent- 
genologists and pathologists that they shall be in every 
Way on the same financial status as the other members 
of the staff and that the Department of Public Relations 
start negotiations to bring this about. 
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The following communication is also related to this 
question and policy. 


St. LuKES HOSPITAL 
TWENTY-SEVENTH AND VALENCIA STREETS 


SAN FRANCISCO 
March 1, 1934. 
Secretary, 
California Medical Association, 
450 Sutter, 


San Francisco, California. 
Dear Doctor Pope: 


Paragraph 14 (Corporate Practice of Medicine), minutes 
220th meeting of the Council of the California Medical 
Association, has just come to our attention. 

St. Luke’s Hospital agrees thoroughly with the stand 
taken by the Council. We wish to say that nothing in 
the way of correcting violations of the Medical Practice 
Act, or in the way of meeting the wishes of the Medical 
Association, regarding contract practice, exploitation of 
medical men, et cetera, are impossible of accomplish- 
ment. We desire definite instructions regarding such 
changes and corrections as are to be made in the present 
relation of the hospital to medical men engaged in carry- 
ing on hospital work at St. Luke’s Hospital, and hope 
you will send us at your earliest convenience such rulings 
as will enable us to meet all requirements for proper 
consideration of the rights of medical men engaged in 
the performance of necessary hospital work. 

X-ray and pathologists have themselves prescribed the 
provisions of the arrangement under which they work 
here. This arrangement includes a guaranteed salary. 
plus a percentage of, or commission on the amount of 
work performed in their department, and accords with 
practices and customs developed and established under 
the guidance and observation of ethical representatives 
of the medical profession. 

Anesthetists have for more than ten years submitted 
their own bills for professional services, without any con- 
nection whatever with the hospital. All anesthetists here, 
for years have been doctors of medicine, specializing in 
anesthesia. Some years ago, as a result of the anesthe- 
tist’s inability to collect from his patient, the chief an- 
esthetists requested the privilege of having anesthetic 
bills collected for anesthetists by the hospital. This re- 
quest was granted by the hospital, though it was recog- 
nized that the practice of collecting doctors’ bills as 
hospital bills militated against the best interests of th 
hospital and other medical men in attendance upon the 
patient, who manifestly could not be given the privilege 
accorded the anesthetists. The same difficulty, from the 
Standpoint of the hospital, applies to the collection of 
salaries and commissions for roentgenologists and path- 
ologists. If these, too, could be removed from the hos- 
pital bill, hospitalization could be furnished patients at 
a sum considerably less than that now charged. 

May we assure you of our hearty codperation in the 
attempt to eradicate exploitation of medical men and 
contract practice here and in other places where thes® 
vicious practices exist in aggravated forms, many of 
them under the supervision of medical men themselves. 


Very sincerely, 


(Signed) Howarp H. JoHNSON, M. D., 
i Director. 
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“CHANGE OF EVENTS” 


Warbasse makes the following comment. 
thought worth pondering upon. 

“The medical profession can not afford to close 
its eyes to facts. Some form of socialization of medi- 
cine is coming. The evidence is everywhere to be seen. 
Nothing is to be gained by denying the obvious. The 

physician may guide this trend and modify it, but it is 
doubtful if he can check a tendency that is moving in 
the direction of a social need. By helping to direct 
it physicians may prevent this socialization of medi- 
cine from becoming political. It is state control and 
administration that excite the alarm of many fair 
minded doctors. But the socialization of medicine does 
not mean necessarily political socialization. It only 
means the development of medical service as a social 
rather than as a commercial enterprise, and its or- 
ganization in such a way as to make it more easily 
available to all elements of society. This is obviously 
ior the public good, and it should be for the advantage 
of medicine, 

. It is obvious that, if the medical profession 
does not plan its own course, the people themselves 
will make the change. 

As to the medical profession, we have seen that 
it always moved slowly in the great social changes, 
and has followed the trend of things rather than lead.” 


I€ isa 


* * * 
MEDICAL SERVICES IN WORKS PROGRESS 
ADMINISTRATION 


The following communication has been 
county officers: 


sent to 


August 10, 1935. 
To the Secretary, 
County Medical Association, 
City. 
Dear Doctor: 

In accordance with paragraph 10, Rules and Regulations 
No. 1 of the United States Employees’ Compensation 
Commission, governing compensation and medical ex- 
pense for the Works Progress Administration, I am 
enlisting your assistance in naming physicians in the 
locality covered by your association who are specially 
qualified by training and experience to render service in 
industrial accident cases and who desire to participate 
under the regulations of the commission. 

The essential information in the above Rules and Regu- 
lations, as pertains to physicians, has been summarized 
in the August 3, 1935, issue of the Journal of the Ameri- 
can Medical Association, pages 373 and 374 

Will you kindly submit a list as soon as possible to 
include the names and addresses of suitable physicians, 
both members and non-members of your association, with 
the following points in mind: 

l. Is the doctor qualified to handle industrial cases? 

2. Is he willing to handle cases for medical fees not in 
excess of the minimum charge prevailing in the commu- 
nity for similar services? 

3. AS regards a non-member, is he a graduate of a rec- 
ognized medical school with a degree of M. D., licensed 
to practice medicine in California? 

It is to be understood that the omission of any quali- 
fied physician from your list does not exclude him from 
handling cases, but we shall be primarily guided by such 
list and ask your fullest codperation for its completeness. 

Yours very truly, 
BarRTLE M. HARVEY, 
Acting State Compensation Officer, W. P. A., 
San Francisco. 
a ae 


C. M. A. COMMITTEE ON PHYSICAL THERAPY 
ANNUAL REPORT 


To the Council of the California Medical Association: 


_ The work of your committee again has shown grati- 
lying progress during the year, which is the third of 
its existence. 

It is still the belief of the committee that we must 
continue with our program of education for the pro- 
iession and laity before legislation is considered. We 
have a feeling, at least so far as our contacts are con- 
cerned with various medical groups, that there is a 
gradual trend toward a deeper appreciation of physical 
therapy, and many more physicians and hospitals are 
using intelligently more physical remedial agents than 
before. 

_ Throughout the past year members of your com- 

uttee have appeared before many state, county and 
local medical societies, and staffs of hospitals, with 
e presentation of papers of scientific and educational 
nterest in physical therapy. Also, papers have been 
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given before national gatherings of physical therapy 
groups, and now by the addition of a physical therapy 
division of the Pan-American Medical Association 
which sails for Rio de Janeiro in July, California will 
be represented, one of your committee being vice- 
president of the physical therapy division. The reports 
from the special committees on physical therapy, ap- 
pointed by fifteen local county medical societies to 
cooperate with the state committees on physical ther- 
apy, are to the effect that they are still active and 
very cooperative with the state committee 

Throughout the year we have acted in an unofficial 
liaison capacity in lending our codperation and aid 
to the Council on Physical Therapy of the American 
Medical Association who, in turn, have been of in- 
valuable assistance in carrying out our program on 
education here. 

In all our lectures, papers and inquiries we have 
stressed and emphasized that no physician or hos- 
pital should purchase physical therapy equipment un- 
less it has the official stamp of approval of the Council 
of Physical Therapy of the American Medical Asso- 
ciation. If such acceptance has not been granted to 
a particular type of apparatus, we have urged manu- 
facturers to show their good will and confidence in 
their apparatus by at least submitting it. 

The shortwave diathermy “treatment” has exhibited, 
only too clearly, how easily the profession will take 
on a method when popularized by smart salesmen, 
while their training in technique, physics and thera- 
peutic possibilities of the apparatus is only what the 
salesmen themselves tell them. 

No shortwave diathermy apparatus has yet been 
approved or evaluated by the Council on Physical 
Therapy of the American Medical Association, and 
there are rumors of dangerous equipment being in- 
judiciously applied by unskilled members of the regular 
profession. Unquestionably, there are many safe ma- 
chines offered to the profession, and the possibilities 
of their therapeutic usefulness will be great, but to 
date further scientific confirmation is needed. 

The above statement is one of the reasons for your 
state committee. Also, it is a reason why the chair- 
men of different sections should grant at least one 
paper a year bearing on physical therapy as related 
to their specially prepared state programs. This year, 
the sectional chairmen turned deaf ears to our pleas; 
as a result, no paper on physical therapy appears on 
your state program. 

In making such a request it was understood that 
only committee-censored papers by outstanding men 
would be submitted; we hope for better codperation 
this year. We have not asked for a special section for 
physical therapy, because we felt the above method 
would be a more universal source of information. 

A questionnaire was sent to fifty-one California hos- 
pitals, with twenty-six replies received from nineteen 
large eastern hospitals. A tabulated list of questions 
and replies is herewith attached to this report. (These 
charts are not included for the publication.) The pres- 
ent consensus of hospitals made by the Council of 
Medical Education and Hospitals of the American 
Medical Association (J. A. M. A., Vol. 104, No. 13), 
shows that 2,008, or 31.7 per cent of hospitals have 
physical therapy departments, as compared with 2,091, 
or 30.7 per cent of hospitals then existing. 

California ranks fourth in having 130 hospitals with 
physical therapy departments; New York leads with 
237, Pennsylvania comes along with 143, and Illinois 
has 134. 

In California, of the twenty-six hospitals answering 
the questionnaire: 

1. Is it under the direction of a full-time 
trained in physical therapy: 

11 answered—Yes; 

2 said employ physicians part time; and 

13 are in charge of a technician. 

By the nineteen large eastern hospitals answering the 
same questionnaire, it was stated that: 

11 have full-time physicians in charge; 

6 have part-time physicians in charge; 

2 have technicians in charge. 

In answer to the question, Are cases sent to physical 
therapy department from other parts of hospital with 
definite prescriptions for treatment? Of 

26 California hospitals—22 answered Yes; 

19 eastern hospitals—7 answered Yes. 


physician 
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To the question, Many physicians object when a patient 
is referred to a physical therapy department for treat- 
ment to having the treatment outlined by the physician 
in charge of the department—do you have this difficulty? 
Of 


26 California hospitals—20 answered Yes, 6 did not reply; 

19 eastern hospitals—5 answered Yes, 2 gave no answer, 
and there were 12 answers, No. 

To the question, What is your estimate of total per- 
centage of the patients in the hospital that should go or 
be referred to the physical therapy department? 

From 26 California hospitals, the reports varied from 
6 to 50 per cent, with a rough average, 10 per cent; 

From 19 eastern hospitals, the reports varied from 5 to 
50 per cent, with a rough average, 20 per cent. 

To the question, Have you any statistics to show that 
physical therapy has shortened the disability or hospital 
days of patients treated? 

In the California or eastern hospitals most reported 
that definite statistics were lacking, but the general con- 
census of opinion was that disability was shortened to 
some extent. 


SCHOOLS FOR PHYSICAL THERAPY TECHNICIANS 


We require nurses to be trained, to have a degree 
and be registered; why not physical therapy tech- 
nicians? One of your committee is a member of the 
American Registry of Physical Therapy Technicians. 

The status of movement is as follows (to quote the 
Journal of the American Medical Association, Vol. 104, 
No. 13): “The Council on Physical Therapy and the 
Council on Medical Education and Hospitals of the 
American Medical Association have been lending their 
cooperation to the Congress of Physical Therapy in 
the formulation of proper standards for the Registry 
of Physical Therapy Technicians. 

“The Board of Trustees of the American Medical 
Association, in 1934, was directed to effect, if feasible, 
some plan for rating schools for physical therapy 
technicians. The trustees passed the matter on to the 
Council on Medical Education and Hospitals. 

“The council has inspected thirty out of the forty- 
three existing schools. On the completion of this sur- 
vey, the council, together with the representatives of 
the American Physiotherapy Association, the Congress 
of Physical Therapy and the Council on Physical 
Therapy will formulate proper educational require- 
ments and essentials for approved schools of physical 
therapy. When these essentials are approved by the 
House of Delegates of the American Medical Asso- 
ciation, a list of approved schools for physical therapy 
technicians will be prepared.” 

In closing, we wish to quote from the Journal of the 
American Medical Association, June 34, Vol. 102, which 
speaks of your special committee of California State 
Medical Association as follows: “The purpose and 
achievements of this committee are commendable. 
The Council on Physical Therapy hopes that more 
state medical societies will follow the example of the 
California State Medical Association by establishing 
special committees on physical therapy with the aim 
of codperation with the Council on Physical Therapy 
in a program intended to lead to fuller appreciation of 
the importance and use of physical therapy in the 
treatment of disease.” 

If the council so chooses to continue the Special 
Committee on Physical Therapy, we shall be very 
glad to carry on in an effort to normalize physical 
therapy practice in California and to codperate with 
the Council of, Physical Therapy of the American 
Medical Association. 

Respectfully submitted, 


Joun Severy Hissen, M. D., Chairman 
Harry Lestie LANGNECKER, M. D. 
Cuarces L. Lowman, M. D. 

Howarp C. Narrzicer, M. D. 
Ropney F. Atsatt, M. D. 


COMPONENT COUNTY MEDICAL 
SOCIETIES 
MENDOCINO-LAKE COUNTY 


The first meeting of the Mendocino-Lake County 
Medical Society met at Clear Lake Lodge on August 
4, 1935. A dinner preceded the meeting, which was 
well attended by many physicians from both counties 
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and their wives, as well as officials from the California 
Medical Association. 

Guests were: Dr. Robert Peers of Colfax, president 
of the California Medical Association; Dr. Junius Har- 
ris of Sacramento, Doctor Gundrum of Sacramento, 
Dr. Henry Rogers of Petaluma, and Doctor Peoples 
of Petaluma. 

Dr. R. A. Cushman acted as chairman of the Pro- 
gram Committee and introduced our distinguished 
guests. Doctor Rogers presented the Society with the 
new Mendocino-Lake County Charter. Doctor Peers 
spoke on the benefits and necessity of organization 
among the medical profession, as well as reporting on 
the activities of the California Medical Association, 
with special reference to the societies in the smaller 
counties. Doctor Harris gave a very vivid description 
of the work he had been doing in Sacramento regard- 
ing medical legislation. Doctor Gundrum spoke on 
the postgraduate course to be given and also upon the 
functions of the societies in the smaller counties. 

The meeting was one of the most successful ever 
held in this locality. Considerable enthusiasm was 
shown by all of the physicians present. 

Joseru J. Kirwin, Secretary. 
7 7 7 


To the Secretary of the California Medical Association: 
The Mendocino-Lake County Society held its meet- 
ing at Clear Lake Lodge, Sunday, August 4, 1935. 

Dr. R. B. Toller presiding, Dr. R. Cushman acting 
as toastmaster. There were thirty-six members and 
ladies present, and all seemed to enjoy themselves 
immensely. Dr. R. Peers, Dr. J. Harris, Dr. F. Gun- 
drum and Dr. S. Peoples all gave instructive talks on 
the California Medical Association, the legislative 
program and the postgraduate situation. 

Your councilor presented the Society with their 
new charter. This is the first time in the history of 
the Mendocino-Lake County Society that any official 
of the California Medical Association, except the 
councilor, has been present at one of their meetings. 
They very greatly appreciated the presence of Doctor 
Peers and Doctor Harris. Henry S. Rocers. 


SAN BERNARDINO COUNTY 

A special meeting of the San Bernardino County 
Medical Society was held at the College of Medical 
Evangelists in Loma Linda on Tuesday evening, July 
23, 1935. About thirty-five members were present. 

The secretary read the minutes of previous com- 
mittee meetings, to inform the members of the proc- 
esses of drawing up the Statement of Policy. 

The president enlarged upon the minutes, following 
which the Statement of Policy was read by the sec- 
retary. 

Considerable discussion 
questions answered. 

It was moved by Doctor Wylie, seconded by Doctor 
Baird, that the Society endorse this Statement of 
Policy and that a committee present it to the board 
of supervisors and the Medical Advisory Board at a 
joint meeting. A standing vote was unanimously in 
favor of the motion. 

A letter from Doctor Warnshuis in regard to the 
Emergency Corps in the Fire Fighting Patrol was 
read, A. E. Varven, Secretary. 


22 
od 


followed, and numerous 


VENTURA COUNTY MEDICAL SOCIETY 


The regular monthly meeting of the Ventura County 
Medical Society was held on July 9, 1935, in the County 
Clinic Building. 

Guests: Doctors Eder, Streaker and Ullmann of 
Santa Barbara. 

Meeting was called to order by Doctor Strong. 
Dr. C. Smolt and Doctor Coffey were appointed to 
revise our constitution and by-laws to conform to 
the standard approved by the California Medical As- 
sociation. Another call for speakers to help with the 
public educational program met with no response. 

Doctor Strong then introduced Dr. Lawrence Eder 
of Santa Barbara, who gave a very practical and in- 
structive talk on Leukorrhea. 

A. A. Morrison, Secretary. 
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CHANGES IN MEMBERSHIP 
New Members (42) 


Alameda County—Carmen T. Boscoe, Joseph D. 
Coate, Elmer G. Fletcher. 


Los Angeles County— 


Ralph W. Allen 

H. W. Amyes 
Kennerley C. Ashley 
Clarence V. Atteberry 
Russell T. Bergman 
Aladar Brull 

Everett S. Cassady 
Terence T. Cunningham 
Charles V. Emerson 
H. L. Gotfredson 
Charles A. Graves 
Lloyd R. Hershberger 
Paul V. Jameson 
James K. Johnson 
Evan M. Jones 
Raymond Kay 

N. Curtis King 


Clinton G. Lumley 
Adolph Natzler 
Lorin G. Nelson 
George E. Norwood 
Malcolm H. Redmond 
Irving E. Sauber 
W. G. Scanlon 
Charles F. Schmid 
Lysle O. Shaw 

Karl L. Sicherman 
John S. Simms 

Ben H. Smith 
Robert G. Stern 
Joseph H. Stickler 
Arthur O. Turbow 
E. H. Yoder 


San Bernardino County—William T. Engleman, John 
H. Hooval. 


San Diego County—James W. Ravenscroft. 
San Francisco County—Edgar A. Wayburn. 
San Mateo County—Karolina B. Jump. 
Santa Clara County—Thomas F. Conroy. 


Transferred (2) 
Vernon L. Evans, from Los Angeles County to San 
Luis Obispo County. 


Ralph M. Smith, from Riverside County to Los 
Angeles County. 


In Memoriam 





Calder, Daniel Hamer. Died at Los Angeles, July 
18, 1935, age 63. Graduate of the University of Ver- 
mont College of Medicine, Burlington, 1895. Licensed 
in California in 1900. Doctor Calder was a member 
of the Los Angeles County Medical Association, the 
California Medical Association, and the American 
Medical Association. 


Baxter, Donald Erskine. Died at Leaburg, Oregon, 
July 30, 1935, age 53. Graduate of the University of 
Louisiana School of Medicine, Kentucky, 1909. Li- 
censed in California in 1920. Doctor Baxter was a 
member of the Los Angeles County Medical Associa- 
tion, the California Medical Association and a Fellow 
of the American Medical Association. 


+ 


Garcelon, Harris. Died at San Bernardino, August 
1, 1935, age 55. Graduate of the University of South- 
ern California School of Medicine, Los Angeles, 1904, 
and licensed in California the same year. Doctor 
Garcelon was a member of the San Bernardino County 
Medical Society, the California Medical Association, 
and the American Medical Association. 


+ 


Macrae, Annie D. Died at San Francisco, April 23, 
1935, age 62. Graduate of Cooper Medical College, 
San Francisco, 1907. Licensed in California in 1909. 
Doctor Macrae was a member of the San Francisco 
County Medical Society, the California Medical Asso- 
ciation, and a Fellow of the American Medical As- 
sociation. 

+ 


McNamara, Thaddeus M., Jr. Died at Bakersfield, 
July 15, 1935, age 55. Graduate of Cooper Medical 
College, 1905, and licensed in California the same year. 
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Doctor McNamara was a member of the Kern County 
Medical Society, the California Medical Association, 
and a Fellow of the American Medical Association. 


* 


Ruediger, Gustav Ferdinand. Died at Pasadena, 
July 6, 1935, age 59. Graduate of Rush Medical Col- 
lege, 1903. Licensed in California in 1921. Doctor 
Ruediger was a member of the Los Angeles County 
Medical Association, the California Medical Associa- 
tion, and a Fellow of the American Medical Asso- 
ciation. 


Pa 
Stern, Arthur Alonzo. Died at Sacramento, July 11, 
1935, age 69. Graduate of the University of California 
Medical School, San Francisco, 1896, and licensed in 
California the same year. Doctor Stern was a member 
of the Sacramento Society for Medical Improvement, 
the California Medical Association, and the American 

Medical Association. . 


Van Zwalenburg, Cornelius. Died at Riverside, July 
23, 1935, age 73. Graduate of the University of Michi- 
gan Medical School, Ann Arbor, 1885. Licensed in 
California in 1900. Doctor Van Zwalenburg was a 
member of the Riverside County Medical Society, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


OBITUARY 


Cornelius Van Zwalenburg 
1862-1935 


Past president, Dr. Cornelius Van Zwalenburg, was 
taken with a heart attack on July 23 while playing 
golf, and died within a few moments after reaching 
the hospital. 

In his passing, the California Medical Association 
has lost another of its older members, one of the group 
that laid the foundation for the Association’s present 
size, strength and usefulness. Doctor Van Zwalenburg 
was a leader at the time of the reorganization of the 
county, state and national units, which are now func- 
tioning with such efficiency. We owe much to him 
and the men with him in leadership at that time. 

Doctor Van Zwalenburg was graduated from the 
University of Michigan, School of Medicine, in 1885. 
He practiced his profession in Kalamazoo, Michigan, 
until 1900, in which year he came to Riverside, and 
soon became established in a busy practice of medicine 
and surgery. He immediately became identified with 
both local and state societies. He gave himself unspar- 
ingly in furthering the advancement of scientific medi- 
cine, and was honored by his colleagues by election to 
the presidency of the Riverside County Medical So- 
ciety, the Southern California Medical Society, and the 
California Medical Association, and he also served as 
delegate to the American Medical Association. He 
was an early member of the American College of 
Surgeons. He was a methodical, patient investigator 
of scientific problems. His studies on local circulatory 
stasis, as a cause of acute appendicitis and dehydra- 
tion in heat exhaustion, were noteworthy and of great 
value. 

He had always been a useful citizen; and having 
largely retired from the active practice of his profes- 
sion in his later years, he took delight in serving his 
community. As president of the Chamber of Com- 
merce, chairman of the Community Chest, trustee and 
worker in his church, director of a bank, member of 
the governing board of the Patton State Hospital and 
many other endeavors, he served his community long, 
unselfishly, and well. 

Doctor Van, as he was affectionately called by his 
friends, will be tremendously missed. His life pro- 
vides an example of devotion to the high ideals of 
service that should be an inspiration to the men of 
our profession who are now carrying on. He“was a 
good husband, father, friend, physician and citizen— 
we pay him tribute and farewell. 
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RESOLUTIONS 


Wuereas, That the medical profession, in the pass- 
ing of Dr. C. Van Zwalenburg, has lost one of its 
loyal and faithful members and workers. Doctor Van 
was an indefatigable worker in his county, state and 
national medical organizations. He was a charter 
member of the American College of Surgeons. Doctor 
Van’s research into the hydraulics of appendicitis and 
the processes of general abscess formation and his 
contributions to medical literature are outstanding and 
caused commendatory comment both at home and 
abroad; and 

Wuereas, Doctor Van’s example of earnest and un- 
tiring persistent endeavor to improve the character of 
medical services rendered to the community sets a 
high standard and example for those of us who are 
privileged to carry on; therefore, be it 

Resolved, By the Riverside County Medical Society 
that we express to Mrs. Van Zwalenburg and family 
these sentiments of high regard and esteem, and our 
sincere Sympathy for them in their loss and ours. 


Bon O. Apams, M. D., 
W. W. Rosteg, M. D., 


Committee. 


C.M.A. DEPARTMENT OF 
PUBLIC RELATIONS* 


Health Welfare Exhibits 


For some years the Association has been conducting 
an exhibit at the State and Los Angeles Fairs. These 
fairs are of but short duration, only a certain class of 
people attend, and the health educational value of 
these exhibits is quite limited. 

After a review and study of our experiences with 
fair exhibits and the expense entailed, the Committee 
on Public Relations came to the conclusion that under 
a new program more could be accomplished and that 
our educational health program would be more sus- 
tained, would contact a larger number of persons and 
would awaken community interest. 

The committee consequently determined upon the 
following program: 

In cooperation with county societies, woman’s aux- 
iliaries, local parent-teachers, granges, junior leagues, 
luncheon clubs and similar lay organizations, a series 
of public health days and exhibits would be sponsored 
in selected centers in the State. 

A central auditorium will be used. A series of some 
twenty to thirty booths will be installed. These 
booths will be built so that their contents will con- 
vey a visual presentation of health facts of an educa- 
tional nature upon such subjects as: Maternal welfare, 
child welfare, preventive medicine, cancer, diphtheria, 
appendicitis, drugs, basic sciences, heart disease, tuber- 
culosis, and allied subjects. The local health officers 
and school nurses will be invited to erect booths to 
demonstrate their local functions. To add interest the 
Boy Scouts, Camp Fire Girls, and Red Cross will be 
invited to do likewise. An invitation to the dentists 
will also be extended. 

Community interest will be awakened through these 
local organizations and press. These health days will 
cover from one to three-day periods or “stands.” Dur- 
ing the morning and afternoon there will be several 
short talks and demonstrations and in the evening 
there will be a health lecture. Such is the general 
plan and program. 


The first health day will be held in Oakland, where 
local committees are now making detailed prepara- 
tion. Other places and dates will be arranged so as 


* The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising sec- 
tion of each issue. Dr. Charles A. Dukes of Oakland is 
the chairman, and Dr. F. C. Warnshuis is the secretary. 
Component County Societies and California Medical As- 
sociation members are invited to present their problems 
to the committee. All communications should be sent to 
the director of the department, Dr. F. C. Warnshuis, 
Room 2004, Four Fifty Sutter Street, San Francisco. 
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to cover most all of the State. The Committee on 
Public Relations believes that this program will ac- 
complish much in bringing scientific medical facts to 
a large number of people and so enhance their health 
welfare. This is one of the Association’s major activi- 
ties during this fall and coming year. 
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DEAN Hospsps BLANCHARD MEMORIAL LIBRARY 
SANTA PAULA, CALIFORNIA 


August 9, 1935. 
Dear Doctor Warnshuis: 

I have just received the bibliographies sent by you as 
director of the California Medical Association, and I want 
to thank you for them. You don’t know what a help it is 
going to be in buying, or borrowing from the State 
Library. Lists by experts are so much more valuable to 
us than our patrons’ own requests. If you have any sug- 
gestions as to the part a library can play in the matter of 
public and private health, I shall be glad to codperate. 

Very truly yours, 
GLaDys B. KENNEDY, 
City Librarian. 
7 7 ¢ 


HEMET PUBLIC LIBRARY 
HEMET, CALIFORNIA 
August 9, 1935. 
My dear Doctor Warnshuis: 
We have just received the very comprehensive bibli- 


ography compiled by your department of the California 
Medical Association. 

It is an excellent and useful piece of work, and only 
a librarian can understand just how much work went into 
its preparation. A few very recent books might be in- 
cluded, which are not listed, however. 

One thing I should like, whenever it is available, i. e., 
the Alameda County plan for public health insurance. 
Also the San Diego County plan, when it is in print. 

Thanking you for the bibliography, and also for filling 
my other request, I am 

Yours most sincerely. 
(Mrs.) ALIcE C. MATHERS, 
Librarian. 


THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION * 


MRS. THOMAS J. CLARK President 
MRS. ELMER BEULT.....Editor and Chairman of Publicity 


Echoes from the Convention at Atlantic City 
REPORT OF THE CALIFORNIA PRESIDENT 
Dear Auxiliary Members: 


The thirteenth annual meeting of the Woman's 
Auxiliary to the American. Medical Association was 
held at Atlantic City, New Jersey, from June 10 to 14. 
This year the American Medical Association held a 
joint meeting with the Canadian Medical Association. 
This gave the Woman’s Auxiliary the pleasant privi- 
lege of having the Canadian wives who attended the 
convention as their guests. 

The headquarters were held in the Traymore Hotel 
In this spacious hotel facing the famous Boardwalk, 
the women were provided with ample space for regis- 
tration and exhibits on the main floor and on the 
eighth floor the lovely library, overlooking the At- 
lantic, was used for our board and general meetings. 


Pennsylvania and Delaware joined with New Jersey 
in acting as hostesses, with Mrs. Samuel L. Salasin 
of New Jersey as general chairman of arrangements. 
The credential booth was opened on Sunday after- 
noon, June 9. The very efficient manner in which this 
work was performed right on the start, made one 


* As county auxiliaries to the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Elmer Belt, 
chairman of the Publicity and Publications Committee, 
2200 Live Oak Drive, Los Angeles. Brief reports of count) 
auxiliary meetings will be welcomed by Mrs. Belt and 
must be sent to her before publication takes place in thi: 
column. For lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate two pages 
in every issue for Woman’s Auxiliary notes. 
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feel that the whole program would be carried out in 
a very creditable manner. When the convention 
closed we were of the same opinion. 

Invitations for a dinner on Sunday evening, given 
by the Auxiliary of Delaware honoring Mrs. Robert 
Tomlinson, had been issued to board members well 
in advance. It was held at the Claridge Hotel with 
Mrs. Harry C. Buckmaster as chairman. Mrs. Mc- 
Daniel, president of Delaware Auxiliary, presided. The 
Mayor of Wilmington, the Honorable William Speir, 
gave the address. Mrs. Walter L. Bierring was a 
guest. Mrs. Tomlinson gave an appropriate acknowl- 
edgment of the courtesy bestowed upon her. It was 
a most enjoyable affair as it gave the board members 
and the state presidents, who are so scattered, a 
chance to get acquainted early during the convention. 
Personally, I feel that I made the acquaintance of 
two particularly fine women whose friendship I shall 
always esteem. 

Monday morning greeted us with a fine downpour 
of rain which continued for two days. The hostesses 
were somewhat annoyed but it was welcomed with 
pleasure by your State President, who loves cool 
weather and dislikes heat. This rain did not dampen 
the interest of the meetings, however. 

The real activities of the Woman’s Auxiliary, both 
for work and play, started on Monday morning. In 
the library of the Traymore Hotel, Mrs. Tomlinson 
opened the pre-convention board meeting with a 
prayer which was followed by roll call and the usual 
procedure for a board meeting, consisting chiefly of 
announcements of committees, selection of the Nomi- 
nating Committee, and the recommendations of the 
officers and the committee chairmen. 

The only unusual procedure was that the officers 
and committee chairmen were requested to separate 
recommendations from annual reports and present the 
same in writing to the secretary at this pre-convention 
board meeting. It was Mrs. Tomlinson’s desire that 
these recommendations be given to a committee of 
five, appointed by the chair, to consider and report on 
the next day at the general meeting. This motion 


was made and passed after some interesting discus- 
sion. The women appointed to act on this committee 
were women very familiar with the work of the 
Auxiliary, four of them being past presidents. 

The revisions report was taken up and accepted by 
the board as presented by the committee with only 


one important change. In the By-Laws, Article 1, 
Section 3, which reads: “A widowed member shall not 
be elected to an office. In case a woman becomes a 
widow while serving as an elective officer, she may 
continue to serve until the next regular election.” 
This article was stricken out. 

Tuesday and Wednesday were the two days given 
over to the business session of our annual conven- 
tion. I shall not take the space to give a detailed 
account of the proceedings of these two days, but 
when you receive a copy of the minutes and reports 
of this convention be sure to read it. I shall just 
give you an idea of some of the important facts 
brought out in these reports. California was repre- 
sented by three delegates who were in their places on 
both days. Mrs. Louis H. Dyke of Oakland, Mrs. 
J. R. Henry of Oakland, and Mrs. Harry Smith of 
Whittier. 

On Tuesday, the address of welcome was very ably 
given by Mrs. James Hunter of New Jersey and a 
most gracious response given by Mrs. Jarvis Jordan 
of Alabama. Many telegrams were read by the secre- 
tary, among them one from Mrs. James Percy and 
Mrs. Philip S. Doane, extending their very best wishes 
and regrets at not being present. 


Mrs. Tomlinson gave a very splendid report. She 
spoke of herself as being a “traveling president,” hav- 
ing gone over 15,000 miles in performing her duties as 
president during the year. She had personally attended 
to all correspondence. Every plan for the convention 
had been carefully considered by her. She had given 
practically all of her time this year to the work. She 
reminded us that through all the many situations that 
necessarily arise, that she never forgot that we are a 
Secondary organization to the finest of professions, 
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always remembering that we must never act without 
the advice of our advisory council. 

The National Treasurer’s report showed our finan- 
cial status to be in excellent condition. The budget 
had not been exceeded and there was a good balance 
on hand. The annual budget for 1935-36 is $3,385. 

The Organization chairman, Mrs. Packard, reported 
an increase in membership in every state. New York 
and North Dakota were two new states to organize. 
National feels as keenly about having New York 
State organize as we Californians feel about having 
San Francisco organize. The number of new mem- 
bers to come in during 1935 is 15,619. One state had 
reported 100 per cent attendance. Six new counties 
had organized in Texas. 

The annual report of the Program chairman, Mrs. 
Arthur B. McGlothlan, showed that one of the surest 
ways of putting over what our Auxiliary stands for 
is through its programs. Health promotion and dis- 
ease prevention had been stressed. Several states have 
held successful health institutes. The chairman re- 
ported that the counties following the suggestion as 
outlined in the Handbook had done the most con- 
structive piece of work. 

Mrs. David Long, chairman of Public Relations, 
was unable to be present as she was then attending 
the convention of the General Federation of Women’s 
Clubs in Detroit. Her report showed that a strong 
effort is being made for a change in attitude of the 
public toward the aims of the medical profession; 
that the Auxiliary had assisted in organizations, 
through its individual members, in encouraging sum- 
mer roundup examinations in the office of the family 
physician for the preschool age child. Annual health 
examinations for everybody had been stressed remem- 
bering that “stronger bodies make clearer visions.” 

The Hygeia chairman, Mrs. Lester, reported a 
growth in Hygeia circulation, Wisconsin leading and 
Michigan second. The total number of subscriptions 
obtained this year was 4,687. 

Mrs. Robert Fitzgerald, in her report on Publicity, 
had a very favorable comment on California’s Courier, 
and urged other states to do likewise. 

A very impressive In Memoriam service was con- 
ducted by Mrs. Doane of Pennsylvania with Doctor 
Knox of Philadelphia rendering the vocal numbers. 
This service is held in memory of our members who 
have passed on. The beautiful flowers for this service 
were supplied by the Texas Auxiliary in memory of 
their late president, Mrs. Preston Hunt, who passed 
away recently. 

The recommendations of the officers and chairmen 
were accepted at the general meeting on Tuesday as 
recommended by the committee of five, appointed at 
the pre-convention board meeting. 

The report of the Nominating Committee was read. 
The ticket as presented by the committee was declared 
elected. Mrs. Robert Fitzgerald of Wisconsin, who 
was chairman of Press and Publicity was made presi- 
dent-elect. 


The state presidents were asked to give a word of 
greeting and I was happy and proud to tell them that 
we are a working organization of over 1,100 members. 
The presidents’ reports were interesting and stimulat- 
ing. I wish every member, especially county presi- 
dents, could have heard them. They will be printed 
and sent to you and again I urge you to read them 
when you do receive them. They have always been 
late in reaching us, but this year an effort is being 
made to have them sent in early. Thirty-four states 
reported and two sent in reports. The total registra- 
tion at the convention was 1,849 with 103 Canadian 
guests. 

The revisions were accepted as recommended by the 
board to be turned over to the Advisory Council for 
their approval. 

The announcement was made that a subscription for 
the News Letter, gotten out by National, could be ob- 
tained on the payment of one dollar. It is my belief 
that every county president should receive one for the 
use of herself and program chairman. 

The post-convention board meeting was held on 
Thursday morning with Mrs. Herbert presiding. This 
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meeting was followed by a post-convention general 
meeting. Mrs. Herbert presented her plan of work 
and suggestions for the coming year. Mrs. Herbert is 
a very earnest, energetic person, who takes her office 
with a full knowledge of its responsibility. After meet- 
ing her, one feels that the National Organization 
should be congratulated on having her as the leader 
for this year. She reminded us in our work to put 
away personalities and always remember that preju- 
dice and justice cannot dwell in the same heart, never 
forgetting that we serve. We must study so as to be 
able to interpret the medical profession to the laity. 

The exhibits were very suitably arranged in a room 
on the main floor given over for that purpose, pre- 
sided over by the chairman, Mrs. Miner and Mrs. 
Bier of Atlantic City. They made a good study of the 
variety of work carried on in the different states. Some 
interesting scrapbooks were displayed, Missouri hav- 
ing an outstanding one. There were four or five good 
maps. Our map from California, whose arrangement 
was managed by our able publicity editor, Mrs. Elmer 
Belt, made a fine showing. It is a very beautiful piece 
of work and I hope that you will all have an opportu- 
nity of seeing it at our next state convention. One 
Auxiliary of twenty-eight members in West Virginia 
had completed over 3,000 articles in seven months. 
There was one unusual exhibit made and contributed 
by the students of the Philadelphia General Hospital. 
It was called “Nursing Through the Ages” and repre- 
sented by fifteen dolls dressed to show the progress 
made in nursing from the primitive mother to the 
modern professional nurse. 

I have tried to give you an idea of what was accom- 
plished during our working hours. I shall now tell 
you something of what happened when we played. 

I have already spoken of our Sunday night dinner 
honoring Mrs. Tomlinson, which was a pre-convention 
affair. On Monday a buffet luncheon was scheduled, 
but on account of the large number of reservations, it 
was changed to a luncheon with the usual service, 
women being placed at tables holding ten people. This 
proved to be satisfactory, giving the members a chance 
to meet a new group. 

Monday evening at the Ritz-Carlton Hotel a get- 
together dinner in honor of the visiting Canadian 
women was given. The speaker was Dr. Wilmer 
Krusen of Philadelphia, his subject, “The Doctor’s 
Wife.” He painted her as the perfect woman, the kind 
of a woman we would all like to be, and the kind we 
all know we are not. This was followed by a very 
lovely musical in the Palm Court room of the hotel. 

Thursday morning found us at an eight o'clock 
Southern breakfast in the Submarine Grill of the 
Traymore Hotel, honoring Mrs. Tomlinson and Mrs. 
Herbert. Mrs. J. Bonar White presided. Dr. H. Mar- 
shall Taylor of Jacksonville, Florida, president of the 
Southern Medical Association, gave a short address. 

Hackneys on the shore was the setting for our mid- 
day entertainment where we were served one of their 
famous seafood luncheons. The program consisted 
of a tenor solo and a dancing number. A chair ride 
on the Boardwalk or a sailboat ride was offered as 
the next attraction. 

At four o’clock a tea and musicale at the Traymore 
Hotel was given by the Woman’s Auxiliary to the 
Philadelphia County Medical Society. 

At eight o’clock in the Municipal Auditorium, an 
open general meeting of the American Medical Asso- 
ciation was held. Mrs. Louis Dyke and I attended 
this meeting with Doctor Dyke. One is amazed at the 
size of this convention hall. The Mayor of Atlantic 
City, who welcomed us, told us that it is the largest 
in the world, having a seating capacity of 45,000 on 
the main floor, also having the largest pipe organ in 
the world. The introduction and installation of Presi- 
dent-Elect James S. McLester took place. Two very 
fine addresses were given, one entitled, “The Breath 
of Life,” by Dr. J. C. Meakins, president of the Cana- 
dian Medical Association, and one by Doctor McLes- 
ter, “Nutrition and the Future of Man.” 

On Wednesday, June 10, a reception and Auxiliary 
luncheon was held in the main dining room of the 
Traymore Hotel. To me, this was the outstanding 
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social event of the Auxiliary convention. Mrs. Tom- 
linson presided. The setting for the luncheon was very 
lovely. The speakers’ table was necessarily long, 
beautifully decorated and with a row of palms for a 
background. It was interesting to note that four past- 
presidents were present. Greetings were extended to 
us by Doctor Bierring, Doctor McLester and Doctor 
Austin Hayden, member of Advisory Council. The 
speaker for the afternoon was Dr. Leonard Rowntree 
of Philadelphia, whose subject was “The Romance in 
the Research of Medicine.” He traced the progress 
of medicine from the time of Hippocrates to the pres- 
ent time. This address was exactly the kind of a talk 
that I have had in mind for programs. I wish that 
every county would make an attempt to have one 
program given over to this subject this year. I be- 
lieve each county could find a doctor or even a doctor's 
wife who could give a program on the subject. Doctor 
Rowntree had an unusually pleasing address and 
talked without a paper, or even notes, which always 
adds to the interest of a program. 

During the afternoon Dr. Morris Fishbein brought 
in and introduced Dr. Allan Roy Dafoe. Naturally he 
was an object of great interest to the women. The 
very type we knew he would be—modest, earnest, and 
unassuming. He gave us a nice little talk about the 
quintuplets and then we were allowed to ask him 
questions. 

A luncheon on Thursday was held at the Ritz- 
Carlton Hotel, followed by a style show in the Palm 
Court Room. The models for this show were chosen 
from the local Auxiliary groups. Bridge followed. 

The bring-your-husband dinner that evening was held 
at the Traymore Hotel, after which all were given an 
opportunity to attend the president’s reception and ball. 

Friday was given over to so many activities, that one 
had to choose. The outstanding one was a De Luxe 
tour. An interesting trip through the South Jersey 
mainland, visiting the historical points peculiar to that 
section, 

When I arrived, alone in the rain, at the Traymore 
Hotel on Sunday, I’ll confess I felt rather far away 
from my friends. After a little rest in my room and 
freshening up, I started to explore. I went to the 
eighth floor to the library first, where the general 
meetings were to be held. The attendants were get- 
ting it in order, and the man in charge asked me at 
once if I were Mrs. Tomlinson. Feeling somewhat im- 
pressed for having been taken for the national presi- 
dent, even by someone who evidently did not know 
her, I went to the first floor, where they were getting 
ready for registration. After five minutes in that 
group, I never had a chance the whole week to feel 
that I was far away from friends. I was greatly im- 
pressed with the cordiality extended to everyone and 
by everyone. I found our women to be a sincere, 
broad-minded and earnest thinking group, and I won- 
dered why I had never been enthused to the point of 
making an effort to attend this national meeting before. 
I shall never have to be urged to go again. 

I feel indebted to Mrs. Percy, who had written 
ahead to many of the officers and well-known mem- 
bers to be on the watch for me, so with her intro- 
duction, I was not received as a stranger. It was 
stimulating to be able to converse with these women. 
whose names I had seen so often connected with our 
national activities, and surprising how much time we 
found for a little private discussion. These contacts | 
shall always cherish. It is my desire to pass on to the 
county organizations some of the enthusiasm I was 
fortunate to share in the cordial contacts I made in the 
national organizations. 

It was gratifying to note that the growth of th 
Auxiliary is gaining every year, in the eyes of the men 
In other words, they feel that we are fulfilling our 
function. 

I want to express to you, my fellow Auxiliary mem- 
bers, my appreciation of the courtesy you extended t 
me in allowing me to represent California at this 
national convention. 

Most sincerely, 


Bessie E. Ciark. 
(Mrs. Tuomas J. CiarK.) 
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NEWS 


Coming Meetings 


American College of Surgeons, Fairmont Hotel, San 
Francisco, October 28 to November 1, 1935. Howard 
C. Naffziger, M.D., 384 Post Street, San Francisco, 
Chairman. 


California Medical Association, Coronado, May 25-28, 
1936. Frederick C. Warnshuis, M.D., 450 Sutter Street, 
San Francisco, Secretary. 


Nevada State Medical Association, Elko, Nevada, 
October 25-26, 1935. Horace J. Brown, P. O. Box 698, 
Reno, Secretary. 


Oregon State Medical Society, Gearhart, September 
19-21, 1935. Blair Holcomb, M.D., Stevens Building, 
Portland, Secretary. 


Pacific Coast Society of Obstetrics and Gynecology, Los 
Angeles, November 6-9, 1935. T. Floyd Bell, M.D., 
400 Twenty-ninth Street, Oakland, Secretary. 


Medical Broadcasts* 


San Francisco County Medical Society. — The radio 
broadcast program for the San Francisco County 
Medical Society for the month of September is as 
follows: 

Tuesday, September 3—KJBS, 11:15 a. m. Subject: Vac- 
cines and Serums. 

Thursday, September 5—KFRC, 1 p. m. Subject: Vac- 
cines and Serums. 

Tuesday, September 10—KJBS, 11:15 a. m. 

Much Sugar. 

Thursday, September 12—KFRC, 1 p. m. Subject: Too 

Much Sugar. 

Tuesday, September 17—KJBS, 11:15 a. m. 

Diabetics for Old. : 

Thursday, September 19—KFRC, 1 p. m. 

Diabetics for Old. 

Tuesday, September 24—KJBS, 11:15 a. m. 
tary Delusions. 


Thursday, September 26—KFRC, 1 p. m. Subject: Die- 
tary Delusions. 


Subject: Too 


Subject: New 
Subject: New 
Subject: Die- 


7 7 ? 


Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of September is as 
follows: 

Tuesday, September 8—KECA, 11:15 a. m. Subject: Alco- 

holism 1. 
niet, September 7—KFI, 9 a. m. Subject: Alcohol- 

ism 1. 

Saturday, September 7—KFAC, 10:15 a. m. Subject: Your 

Doctor and You. 

Tuesday, September 10—KECA, 11:15 a. m. Subject: Al- 

coholism 2, 

Saturday, September 14—KFI, 9 a. m. Subject: Alco- 

holism 2. 

Saturday, September 14—KFAC, 10:15 a. m. Subject: 

Your Doctor and You. 

Tuesday, September 17—KECA, 11:15 a. m. Subject: Al- 

coholism 3, 


Saturday, September 21—KFI, 9 a. m. Subject: Alco- 
holism 3. 

Saturday, September 21—KFAC, 10:15 a. m. Subject: 
Your Doctor and You. 

Tuesday, September 24—KECA, 11:15 a. m. Subject: Od- 
dities No. 7 


eter September 28—KFI, 9 a. m. Subject: Oddities 


Saturday, September 28—KFAC, 
Your Doctor and You. 


10:15 a. m. Subject: 


*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
Station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 


Papers for the 1936 Annual Session at Coronado— 
Notice to Members.—Any member of the California 
Medical Association who wishes to present a paper 
before any of the sections at the annual meeting in 
Coronado on May 25 to 28, 1936, is requested to com- 
municate with the Association or section secretaries. 
The roster of section officers is printed in each issue 
on advertising page 4. 


Reliable Apparatus—An American Medical Associ- 
ation Leaflet Sent to You Upon Request.—Ca.irorniA 
AND WESTERN MepiciNeE has received from the Ameri- 
can Medical Association a small pamphlet containing 
a list of the apparatus accepted by the Council on 
Physical Therapy, the first one published under the 
direction and supervision of the Council. In addition 
to the list and description of accepted apparatus, the 
pamphlet contains indications for the use of each type 
and a statement relative to efficacies and dangers. 


This pamphlet is a real contribution on the part of 
the American Medical Association in behalf of rational 
therapeutics—an effort to help place physical therapy 
on a sound, scientific basis for the benefit of the medi- 
cal profession. 


One of the purposes of the Council on Physical 
Therapy is to protect the medical profession, and 
thereby the public, against inefficient and possibly 
dangerous apparatus and against misleading and de- 
ceptive advertising in connection with the manufacture 
and sale of devices for physical therapy. 


“Apparatus Accepted” includes all the devices ac- 
cepted by the Council prior to May, 1935. Any phy- 
sician can obtain this pamphlet free by writing to the 
Secretary, Council on Physical Therapy, A. M. A., 
535 North Dearborn Street, Chicago, Illinois. 


State Senator Edward H. Tickle of Carmel—Article 
Concerning His Interest in Compulsory Health In- 
surance.—The following news item was printed in the 
San Francisco News of July 31, 1935: 


“Health.—You’re likely to hear presently that SERA 
is about to undertake a payroll survey in California. 
Since SERA is vitally concerned with payrolls and with 
cementing a relationship between them and the unem- 
ployed, this will seem a normal piece of business for that 
organization to be promoting. Actually, the promoter will 
be a figure lurking in the distant background, and his 
object will be something altogether different. 


“If you borrow the Lick Observatory telescope and take 
a look, you’ll discover the lurker is none other than State 
Senator Edward H. Tickle of Carmel, and he is busily 
pumping enough adrenalin into Health Insurance to make 
a dead horse get up and shout ‘Hot-Cha!’ 


“Those close to the senator say he is convinced that 
instead of being thrown for a no-yard gain at the last 
session of the Legislature, Health Insurance actually got 
further than ever before in the history of the republic. 
So he is looking forward to the next session. 


“Prospect.—From his point of view, the fight in the 
Legislature brought out all the opposition, so that it be- 
comes possible to wear down all the counter-arguments 
by two methods—by assembly of evidence and by com- 
promise. 


“In the way of evidence, the senator wants to show 
that each one per cent of California payroll tax would 
raise eleven millions. That would dispose of a lot of 
fiscal arguments against Health Insurance. But he 
doesn’t want to offer his own figures. He wants official, 
impartial government statistics. He’s quite sure Harry 
Hopkins can be induced to get them. 


“Naturally, he expects the survey to show that doc- 
tors would get more from a modest payroll tax than 
from ordinary fees—particularly when collections are re- 
ported down to 24 per cent in the $1,500 patient-salary 
bracket, 45 per cent in the bracket up to $5,000, and only 
65 per cent above $5,000.’ 
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Dr. Adolph Barkan Deceased.—As CALIForNIA AND 
WESTERN MEDICINE is going to press, we have received 
word that Dr. Adolph Barkan, formerly professor of 
ophthalmology and otology in Cooper Medical Col- 
lege, passed away in Zurich, Switzerland, August 28, 
in his ninety-first year. 

Doctor Barkan is survived by his wife and four chil- 
dren—Hans, Fritz, Otto, and Fanny. The last is now 
Mrs. Eric Offermann of Zurich, her husband a teacher 
in the university, in electrical engineering. Fritz is in 
business in San Francisco, and Hans and Otto are 
worthy successors of their father in ophthalmology. 

Doctor Barkan was a notable figure in the develop- 
ment of medical education in California and did much 
to build up the Lane Medical Library. 

A detailed biographical sketch of Doctor Barkan 
will appear in a subsequent issue. 


Los Angeles County Medical Association Plays 
Host for Day to Ninety British Doctors.—Ninety 
members of the British Medical Association, their 
wives and families, arrived in Los Angeles today on 
a special Santa Fe train en route to the association’s 
convention in Australia. 

Local doctors, headed by Dr. Edward M. Pallette, 
president-elect of the California Medical Association, 
greeted the visiting medical men and arranged a pro- 
gram of entertainment, including motion-picture stu- 
dios and other points of interest. 

The group remained in Los Angeles only twenty- 
four hours, proceeding to San Francisco, where forces 
were joined with another party which crossed Canada. 

The British doctors attended a luncheon at the head- 
quarters of the Los Angeles County Medical Associ- 
ation at 1925 Wilshire Boulevard and went on sight- 
seeing trips immediately afterward. 

Leading the group on the tour, which eventually will 
have encircled the world, are: Dr. E. Kaye Le Flem- 
ing, chairman of the council of the British Medical 
Association; Dr. N. Bishop Harman, treasurer; Dr. 
H. Guy Dain, deputy chairman; and Dr. G. C. Ander- 
son, medical secretary. 

Dr. Edward Pallette, Dr. G. C. Toland, and Dr. 
Chalmers-Francis, all prominent in local medical cir- 
cles, boarded the train in San Bernardino in order to 
make sure that arrangements went through as sched- 
uled. The party visited the Grand Canyon. 

Included in the British group were eight women 
doctors.—Los Angeles Times, August 12. 


Library of the Los Angeles County Medical As- 
sociation.—The library of the Los Angeles County 
Medical Association acknowledges the generous gift 
from the California Medical Association for several 
years to the Barlow Medical Library, and the reso- 
lution of 1935 giving twenty-five cents per member to 
the library of the Los Angeles County Medical Associ- 


ation “. .. in order to support the library in making 
available reference books to the doctors of Cali- 
fornia. .. .” This because of the “service to the medi- 


cal profession throughout the State.” 
The librarian stated further: 


“We are glad to express our willingness to coéperate 
in purchasing and supplying books and service to the 
members of the California Medical Association of the 
southern region. It has been the policy to answer all 
requests for limited research and loans, through inter- 
library loans as far as other libraries were available, 
and to individual doctors from Santa Barbara to San 
Diego. This will be continued and the service ex- 
tended as far as possible, for it is the ambition of this 
library to be of the greatest use to the organized 
medical profession of the State. 

“Suggestions for the purchase of books and maga- 
zines will be received and requests will be complied 
with as far as possible. The list of new accessions 
will be published in the Journat if space is given for 
this purpose. This is now being done in the Bulletin 
of the Los Angeles County Medical Association. 

“Members of the California Medical Association 
from all parts of the State are particularly invited to 
visit the library and make use of it.” 
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Oldest Practicing Physician Passes Century Mile- 
post.—Dr. William Eberle Thompson of Bethel, Ohio, 
oldest practicing physician in the United States, ob- 
served his hundredth natal anniversary Saturday, 
July 6, at his home in the village where he was born. 
and all Bethel and much of the surrounding territory 
celebrated it with him. There was a public recep- 
tion, at which Dr. John A. Caldwell, Cincinnati, 
president of the Ohio State Medical Association, was 
one of the speakers. Bethel Lodge of Odd Fellows, 
of which he has been venerable warden for many 
years, honored him with a special session, at which 
he performed the ritual initiating a class of candidates, 
He was much surprised that he received scores 
birthday cards from all over the United States. 

Doctor Thompson still cares for much of his prac- 
tice, but remarked that, “I don’t respond to many 
night calls—not unless I have to.” He is in his 
seventy-sixth year of medical practice, and delivered 
a baby successfully, not long ago. He is one of 
twelve in his family to adopt medicine as a career, 
and is the oldest alumnus of the Cincinnati College 
of Medicine and Surgery, which graduated its last 
class in 1902. 


‘ 
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American Public Health Association.—The sixty- 
fourth annual meeting of the American Public Health 
Association will be held in Milwaukee, on October 
7 to 10. 

Many health workers will be interested in the new 
Matthew Keenan Health Center, a $200,000 gift to the 
City of Milwaukee. This center concentrates offices 
for health services on the northwest side. Its services 
include consultation and diagnosis in chest conditions, 
eye, ear, nose, and throat, x-ray examinations, im- 
munizations for diphtheria, smallpox, typhoid and 
scarlet fevers, two dental clinics for indigent children 
and child welfare clinics. 

The Milwaukee County institutions are located just 
west of the city and include an infirmary, a 1,000-bed 
county hospital, asylum for chronic insane, hospital 
for mental diseases, home for dependent children, 
Muirdale Tuberculosis Sanitarium, and Bluemound 
Preventorium. These buildings are located on a beau- 
tifully landscaped 1,100-acre tract. Another county 
building, the Dispensary-Emergency unit, is located 
near the center of the city. 

The Bluemound Preventorium is the only institu- 
tion of its kind in Wisconsin. Its effectiveness is 
evident because it is said that only two of the 1,900 
children patients in the Preventorium in its nine years 
of work have later been obliged to enter Muirdale 
Tuberculosis Sanitarium for treatment. 

The new Marquette University Medical School is 
located within walking distance of hotels and audi- 
torium. It has an interesting display of pathological 
specimens. This building is a part of the health unit, 
embracing the physical education department, a den- 
tal school and clinic, student health service, and an 
eye, ear, nose, and throat hospital clinic. Dr. Eben J. 
Carey, dean of the Medical School, was the director of 
medical exhibits at the Century of Progress Exposi- 
tion in Chicago. 

Milwaukee has nine fresh air rooms and also schools 
for handicapped children. One of these is the Lapham 
Park School for Crippled Children which houses 140 
youngsters, of whom about sixty are infantile paral- 
ysis cases. It also conducts, through the Department 
of Health, twenty-seven child welfare clinics, and 
numerous preschool clinics in codperation with various 
women’s organizations. 

The Milwaukee Vocational School is one of the 
first and foremost schools of this type in the United 
States. It occupies an entire city block and is valued 
at $5,000,000. Among the 203 courses offered, there 
is academic instruction for about four hundred stu- 
dent nurses being trained in the city’s hospitals. In- 
dustrial rehabilitation work is conducted for crippled 
students. 
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Interstate Postgraduate Medical Association of 
North America.—The international assembly of the 
Interstate Postgraduate Medical Association of North 
America will be held in the beautiful Masonic Temple, 
Detroit, Michigan, October 14 to 18, 1935, with pre- 
assembly clinics on Saturday, October 12, and post- 
assembly clinics Saturday, October 19, in the Detroit 
hospitals. 

The Association, through its officers and members 
of the Program Committee, extends a very cordial 
invitation to all physicians in good standing in their 
state and provincial medical societies to attend the 
assembly. An unusual clinical and didactic program, 
including all branches of medicine and surgery and 
the specialties, has been arranged by the Program 
Committee. 

In codperation with the Wayne County Medical So- 
ciety and the Michigan State Medical Society, and 
with the active support of the Detroit Convention and 
Tourist Bureau and the Detroit Board of Commerce, 
a most excellent opportunity for an intensive week of 
postgraduate medical instruction is offered by a very 
large group of acknowledged leaders in the profession. 

Attention is called to the list of teachers and clini- 
cians who will take part on the program, which ap- 
pears in the advertising section of this JourNaL. (See 
advertising page 14.) 

Registration fee of $5 admits all members of the 
profession in good standing. Officers of the Associ- 
ation are: Dr. Charles H. Mayo, president, Rochester, 
Minnesota; Dr. George Crile, chairman of Program 
Committee, Cleveland, Ohio; and Dr. William B. Peck, 
managing director, Freeport, Illinois. Full information 
may be had from the managing director. 


Doctors from Britain Feted by San Francisco 
County Medical Society.—In a “hands across the sea” 
luncheon at the Palace Hotel on August 13 in honor 
of a visiting party of more than one hundred leading 


members of the British Medical Association, a call for 
closer ties between English-speaking peoples was 
sounded. 

Dr. E. Kaye Le Fleming, chairman of the council 
of the British association and leader of the visitors, 
who were en route to the association’s convention in 
Melbourne, Australia, expressed the hope that “a 
firmer bond” would grow out of the party’s trip across 
the United States. 

“We must show the way to other nations,” he de- 
clared. 

Confidence that great good would result was ex- 
pressed by the distinguished visitor “because all along 
our route we have encountered a wonderful spirit of 
good fellowship.” 


“For our part,” he continued, “never has there been 
such a pilgrimage across your country of men more 
able to speak for their profession in their own land.” 

Dr. J. C. Geiger, president of the San Francisco 
County Medical Society, which acted as host, presided, 
and upset the tradition that the Britisher cannot be 
hurried at his meals. 

Not only did Doctor Geiger carry the speaking pro- 
gram along without delay, the whole affair being over 
in an hour and a half, but the visiting delegates, with 
quiet amusement, expressed themselves as_ highly 
pleased with the swift pace. 

Also at the speakers’ table were: Dr. G. C. Ander- 
son, secretary of the British association; Dr. Ray 
Lyman Wilbur, president of Stanford University and 
former president of the American Medical Association; 
British Consul A. C. Charlton; Father Harold E. Ring, 
president of the University of San Francisco; Dean 
Gresham of Grace Cathedral, and others. 

The party of British medical men, their wives and 
iriends, were taken on a sight-seeing tour of the city 


before sailing on the Aorangi for Australia—San Fran- 
cisco Chronicle, August 14. 
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Lane Medical Library—The Lane Medical Library, 
with a book collection exceeding 85,000 volumes, is 
the largest medical library west of Chicago. Every 
effort has been made by Stanford University to serve 
the medical profession in the Pacific Coast area 
through its medical library. Books and journals are 
sent directly to physicians who have taken out member- 
ship in the Lane Medical Library (annual payment 
of $10) and to others through the medium of inter- 
library loans, in which case the books or journals de- 
sired are forwarded to other libraries for the use of 
borrowers. 

During the academic year 1933-1934, 17,012 volumes 
were lent to individual borrowers. Loans to other 
libraries and to out-of-town members totaled 1,085. 

The staff of the Lane Medical Library is able to 
render prompt assistance to physicians in their use of 
the library and the literature. During recent years it 
has been a pleasure to assist many writers in the 
preparation of books and papers, particularly in con- 
nection with the bibliographical aspects of their work. 

The maintenance of the largest current medical sub- 
scription list in the West (six hundred) would have 
been impossible during recent years except for the 
generous support which has been given to the library 
by individual members of the medical profession and 
by an annual grant from the California Medical As- 
sociation. It would be a serious matter if the splendid 
collection of journals at the Lane Medical Library 
should have its growth suspended in view of the fact 
that many of these publications are not otherwise 
available in this area. 


Relapsing Fever Carrier Is Found— Public Is 
Warned.—The carriers of relapsing fever, a compara- 
tively new and severe disease for California, have been 
traced by University of California scientists to a spe- 
cies of tick found in the mountainous parts of the State. 
Relapsing fever, common in the tropics and frequently 
encountered in Africa, is rarely fatal, but has become 
a definite health menace in California. It not only 
causes severe illness soon after infection, but repeated 
relapses before it has run its course. 

Vacationists and residents in the high Sierra are 
asked to keep a close lookout for this tick and to 
promptly report any infection to the nearest health 
officer. The ticks feed at night for the most part. 
The body, when distended, has a strawberry red hue, 
except for the anterior point, which is whitish in color. 
Unlike other ticks, which have to be dislodged ordi- 
narily, the relapsing fever tick drops off after it has 
engorged, this being accomplished usually in less than 
thirty minutes. 

Two of the University scientists, C. M. Wheeler, 
assistant in entomology and parasitology, and George 
E. Coleman, research assistant in the Hooper Foun- 
dation of Medical Research, were themselves stricken 
with the disease while looking for the criminal vector. 
Characteristically enough, they helped develop the 
germ from specimens in their own blood, although 
too ill to stand on their feet, and materially assisted in 
finally identifying the transmitting tick. This tick is 
now described under the name Ornithodorus hermsi, 
after Professor W. B. Herms, chief entomologist of 
the College of Agriculture, who, with Dr. K. F. Meyer, 
director of the Hooper Foundation, directed the work 
of discovery. 

The ticks were taken at Lake Tahoe and in the Big 
Bear region of San Bernardino County, and brought 
to Berkeley and San Francisco, where the disease was 
developed clinically in a number of mice and in a 
monkey. It was known previously that other species 
of the tick were responsible for the disease in Texas, 
Central America and other parts of the world, and this 
fact greatly aided in the California discovery. 


The longevity of the incriminated ticks is remark- 
able. Several records show that adult females may 
remain alive for more than two years without food. 
Certain specimens remained alive for more tHan four 
years with but two feedings a year. 
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Three Hundred and Eighty-Eight Dollars Average 
United Stated Income During 1934.—Did you earn 
$388 last year? 

That is the income the Department of Commerce 
figures was received by the average American in 1934, 
according to United Press. 

It was $35 above the previous year because of 
government spending and wage increases but fell far 
— the $628 average income in the prosperity year 
1929, 

The total national income last year was estimated 
at $49,440,000,000, a gain of more than $5,000,000,000 
over income of $44,431,000,000 in 1933 but far below 
the prosperity high of $78,576,000,000 in 1929. 

Based on a population of 127,000,000, the per capita 
income last year was $388. Wages or salaries sup- 
plied $260; professional services, $63; dividends and 
interest, $56 and rents and royalties, $9. 

All forms of income except interest payments 
showed gains over 1933 and all major industrial 
groups except electric light and power and manu- 
factured gas reported higher earnings. .. . 





Newsboy an Employee.—Of considerable interest 
is the recent case of Pacific Employers Insurance 
Company vs. Ind. Acc. Com. (and Davenport, 90 
C. D. 12) in view of the troublesome question as to 
the status of newsboys. 

This case, recently decided by the State Supreme 
Court, reverses an opinion of the District Court of 
Appeal (79 C. A. D. 978), and holds that the em- 
ployee, Davenport, was not excluded from the pro- 
visions of the Workmen’s Compensation Act by the 
1931 amendment to Section 8 (a) which excludes 
“any person engaged in vending, selling, offering for 
sale, or delivering directly to the public, any news- 
paper, magazine or periodical where the title to such 
newspaper, magazine or periodical has passed to the 
person so engaged.” 

Mr. Davenport, the employee, had been selling the 
Sunday edition of the Times for two years, and it is 
admitted he was in the course of his employment 
when he was struck by an automobile and received 
the injuries for which the award of compensation 
was made. There was keen sales competition between 
the Times and another Los Angeles paper. The city 
circulation manager of the Times testified before the 
Commission that the Times was “interested and con- 
cerned with seeing that there was a boy selling (the 
Times) in each major location in which the (other 
paper) was being sold.” The boys selling the Times 
were not allowed to sell any other paper. Mr. Daven- 
port was one of the boys assigned to a particular 
location by direction of the district manager. It was 
his duty to sell the Sunday Times exclusively, for 


which he received two and a half cents for each paper: 


sold, together with a “bonus” of fifty cents per day, 
paid by the Times for “selling the papers at that 
corner.” In addition, the district manager made ar- 
rangements, as in other cases with other boys who 
went around the neighborhood selling Sunday papers, 
that they should “check in” with Mr. Davenport for 
papers sold by them. The “bonus” just referred to, 
was explained by the testimony before the Commis- 
sion to be an amount determined by the circulation 
department to be paid to the boy at the corner to 
compensate him for being on his corner, as required, 
at all proper times “and (working) while he was 
there.” This bonus when paid to a boy carried with 
it “the requirement of exclusive service.” The boy’s 
work must be satisfactory to the district manager, the 
circulation manager, and “to the Times.” The hours 
for being at the corner were fixed by the district 
manager. 

The court held that Mr. Davenport came squarely 
within the definition of the term “employee” con- 
tained in Section 8 (a) of the Workmen’s Compensa- 
tion Act, and was not excluded from the provisions 
of the Act by virtue of the amendment to Section 8 
(a) quoted above. 
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Major Causes of Illness Not Major Death Causes.— 
A sickness survey was recently made of approximately 
40,000 persons, recording their various illnesses for 
a period of one year. It covered specific population 
groups in eighteen states, visited periodically for 
twelve months. 

It was found that respiratory diseases, accidents 
and communicable diseases constitute nearly 70 per 
cent of the causes and that 60 per cent of all illness 
caused the patient to lose one or more days from 
work or school. 

Heart and circulatory diseases are the most fre- 
quent causes of death, but were found to occupy 
eighth place as a cause of sickness. Illness was most 
frequently found under five years and was least fre- 
quent at fifteen to nineteen years. 

_Of the 40,000 individuals, 48 per cent were not 
sick at all during the year; 32 per cent were ill once, 
13 per cent twice and 7 per cent three or more times. 
_ These repeated illnesses were at their highest in 
infancy and early childhood and at twenty-five to 
thirty-five years of age, the adult peak probably be- 
ing due to childbearing and its attending illnesses. 

Taken as a whole the survey, including as it did 
all classes of population and every variety of living 
conditions, shows that incapacitating illness is largely 
preventable, since accidents, respiratory and the com- 
municable diseases formed 70 per cent of the total. 
It also shows that at specific ages the major causes 
of death are not generally the most frequent causes 
of illness. 





Sanford V. Larkey Given High Honor by Johns 
Hopkins.—News that he has been appointed librarian 
of the great William H. Welch Memorial Medical 
Library of Johns Hopkins University, Baltimore, has 
just been received by Dr. Sanford V. Larkey, librarian 
of the University of California Medical School. 

This distinguished honor results from Doctor Lar- 
key’s outstanding achievements in applying the his- 
torical survey of medicine and science to present day 
problems. He developed a course in the history of 
medicine and sciences at the University of California 
Medical School that attracted wide attention, and has 
done much original work in these subjects at the 
British Museum in London and at the Huntington 
Library in Pasadena. 


Doctor Larkey is a graduate in medicine from the 
University of California, receiving his M. D. degree in 
1925. Previously he had received his A. B. degree 
from the University in 1921. Pursuing special work 
at Oxford after taking his medical degree, he obtained 
an M. A. degree from that university in 1928. He has 
— in charge of the Medical School library since 

The William H. Welch Memorial Library at Johns 
Hopkins was organized in 1927 to honor the teacher 
of that name, who is regarded as one of the greatest 
to have ever been connected with the Johns Hopkins 
faculty. Doctor Welch was professor of the history 
of medicine, and the library was made up largely of 
the writings that he prepared and collected in his 
chosen field. The library not only serves the Johns 
Hopkins Hospital and medical school, but all of the 
departments of the university devoted to various 
branches of medical science. 

Doctor Larkey will leave for his new post in the 
early fall. 





Hooper Foundation Comes of Age—Has Saved 
Many Lives.—The Hooper Foundation of Medical 
Research, credited with saving thousands of Cali- 
fornia lives and millions of the state’s money in the 
cause of public health, has come of age. It is observ- 
ing its twenty-first natal year without ceremony or 
ostentation despite the fact that for years it has been 
regarded as one of the nation’s chief ramparts against 
the spread of plagues and other diseases. 

The Hooper Foundation, with like success, has 
fought pestilence in dark, poisonous tropical jungles 
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thousands of miles from San Francisco and has 
probed the nearby ocean depths to find the cause of 
the fiercely virulent shellfish disease. It developed 
the studies which led to the cure of pernicious anemia, 
for which its first director, Dr. George Hoyt Whipple, 
among others, was awarded the Nobel Prize in Medi- 
cine for 1934. It saved the canning industry of the 
State from disaster by developing preventive measures 
against botulism, which have proved highly effective. 
It has gone down into the tropical leprosaria in order 
to help solve the baffling secrets of leprosy and to 
aid in developing a cure. 

One of the notable achievements of the Hooper 
Foundation was the isolation by Dr. Karl F. Meyer, 
its present director, of the causative virus of equine 
encephalomyelitis or sleeping sickness, which killed 
ten thousand horses and mules in the State in three 
years and which has become a nation-wide menace, 
not only to horses but to man, The discovery of 
latent psittacosis or “parrot fever” in certain types of 
bird pets in California was another achievement. 

The so-called occupational diseases, relapsing fever, 
undulant fever, and many other public health hazards 
have been definitely held in check through work done 
by the laboratories and skilled technicians of the 
Hooper Foundation. One of its greatest developments 
has been the Pacific Institute of Tropical Diseases 
which, under the direction of the foundation, has 
launched a far-flung attack on the many tropical and 
Oriental maladies that threaten an invasion of this 
country. 

The idea of the Foundation was first conceived by 
George Williams Hooper, pioneer California indus- 
trialist, but he died before he could put his plan into 
effect. It was followed out by his widow, Mrs. Soph- 
ronia Hooper, who not only directed all of the terms 
of the original trust, but willed her own private for- 
tune to the Foundation. 

The Foundation was formally opened in 1914, in 
the veterinary science building of the old “affiliated 
colleges” in San Francisco, and is a part of the medi- 
cal school of the University of California. 


United States Food and Drug Research Expanded 
to Study Vitamins and Pharmacology.—Two Doctors 
Nelson have been appointed as chiefs of new divi- 
sions of the Food and Drug Administration, Dr. E. M. 
Nelson as chief of the Vitamin Division, and Dr. Er- 
win E. Nelson as chief of the Pharmacological Divi- 
sion. The Department of Agriculture announced re- 
cently that each is now assembling a staff taken in 
part from older units of the Department and in part 
recruited from specialists in the sciences involved in 
the work of the new divisions. 

In announcing the creation of the new divisions, 
W. G. Campbell, chief of the Food and Drug Adminis- 
tration, emphasized the increasing importance of 
work in each of these fields and said that the work 
is so essential that it must be pushed, even though, 
for the time being, the required funds may have to 
be deducted from support of regulatory work. The 
Vitamin Division will check the claims and help 
establish standards for food and drugs for which 
claims of vitamin potency are made. The Food and 
Drug Administration has been doing some routine 
work of this sort, but it has been inadequate to meet 
the growing need. 


The Pharmacological Division, in addition to more 
comprehensive testing of certain medicinal products, 
will pay particular attention to several relatively new 
fields of work—the testing and standardization of 
glandular preparations put on the market in recent 
years, investigations of the effect of poisons and im- 
purities present in foods, and testing of the effects of 
new synthetic chemicals used in foods and medicines. 
Of the poisons and impurities, the question of spray 
residues on fruits and vegetables is now most press- 
ing. In regulating interstate commerce in sprayed 
products, the department is urgently in need of more 
positive and authoritative guides to safe practice, Mr. 
Campbell explains. ... 
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Dr. Marion Dorset Dead.— A brilliant scientific 
career devoted to public service was ended with the 
death of Dr. Marion Dorset on July 14 at his home 
in Washington, D. C., after an illness of a few days. 
As a research worker in biological chemistry and 
chief of the Biochemic Division, Bureau of Animal 
Industry, United States Department of Agriculture, 
Doctor Dorset gained an international reputation for 
contributions having useful application in the live- 
stock, meat and dairy industries and in public health. 

Although known especially for his research studies 
of hog cholera and his discovery of an effective pre- 
ventive serum treatment for this devastating scourge, 
Doctor Dorset made many other important scientific 
contributions covering a wide field. 


They included research studies on the tubercle ba- 
cillus, keeping qualities of meats, composition and 
nutritive value of various meats and meat food prod- 
ucts, the development and testing of disinfectants 
and dipping preparations, biological products used 
against animal diseases, research in dairy bacteriology, 
and extensive related work. His production of a harm- 
less and effective fluid for marking federally inspected 
meats has saved the United States Government mil- 
lions of dollars through the greater economy of this 
method over the former practice of using tags. 


Doctor Dorset likewise proposed and outlined many 
investigations which his associates carried out with 
beneficial results to agriculture and public welfare. 
One of these was the rapid method of detecting 
pullorum disease in chickens, a discovery that has 
been a boon to the poultry industry. In connection 
with the nation-wide campaign to eradicate bovine 
tuberculosis, all the tuberculin used by federal veterin- 
arians has been produced under the immediate super- 
vision of Doctor Dorset... . 


On the occasion of his discovery of antihog cholera 
serum, Doctor Dorset had the opportunity to acquire 
wealth through the manufacture and sale of this prod- 
uct for which a large demand promptly developed. 
But after applying for and receiving a patent, he gave 
it to the Government and to the public so that any 
person in the United States might use the method 
without the payment of royalty. 


Doctor Dorset organized the federal inspection of 
establishments licensed to manufacture serums, vir- 
uses, toxins, and related veterinary biological products. 
He likewise formulated the laboratory procedures in 
the administration of the Federal Meat Inspection 
Act. He was a member of numerous scientific bodies 
and frequently presented papers at national and inter- 
national meetings. ... 


CORRESPONDENCE 


Concerning editorial entitled “A Libel on the Cali- 
fornia State Board of Health (August issue, page 107). 


WEsTERN BRANCH, AMERICAN Pustic HEALTH 
ASSOCIATION 
August 20, 1935. 


To the Editor:—Your editorial in the August number, 
commenting upon my address in New Mexico, calls 
for a statement and an interpretation from me. 

First, the quotation used as a basis for the original 
article in the New Mexico Health Officer (June, 1935) 
was taken from uncorrected and unedited stenographic 
notes. Unintentionally, they do not present an accu- 
rate account of what was said or what was intended 
to be conveyed. 

The speaker was attempting to present the neces- 
sity in a public health program for properly trained 
health officials with satisfactory tenure of office, work- 
ing under sound organization with adequate budgets— 
the whole free from partisan political control. 
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No statement was made by the speaker with refer- 
ence to the official acts or the personal relations be- 
tween the members of the present State Board of 
Health. He was attacking a public health law and a 
political system that makes possible the removal of a 
qualified health official without just cause. The writer 
sincerely regrets if there has been a misinterpretation 
of an incomplete account of a statement made by him. 
He is glad to present these facts in order to remove 
any doubt as to his intentions. 

As president-elect of the American Public Health 
Association, I see it as my duty to advocate improve- 
ment in public health laws and public health adminis- 
tration practices in this and other states. This was the 
main purpose of my New Mexico address. There is 
agreement among medical and public health leaders 
that sound public health programs require properly 
trained health officials with tenure of office based 
solely upon satisfactory services; further, that the 
Board of Health must be clothed with ample powers 
and given adequate budgets. 

The writer is convinced that both the editor and the 
members of the State Board of Health are ready to 
join in any efforts to secure such improvements in the 
California health laws as will make for continuity of 
satisfactory services and administration. 


Watter H. Brown, M.D. 


7 7 7 


In a reply letter to Doctor Brown, the editor stated 


in part as follows: g 
August 24, 1935. 
Dr. Walter H. Brown, 


Department of Hygiene, 
Stanford University, California. 


Dear Doctor Brown:—Receipt of your letter of 
August 20, in which you comment upon the editorial 
printed in the August issue of CALIFORNIA AND WESTERN 
Mepicine (page 107), is herewith acknowledged. 

We are happy to learn that the stenographer who 
took the address you made to the New Mexico Public 
Health Association committed a serious error in his 
transcriptions. The synopsis of your article, as printed 
in the New Mexico Health Officer, Vol. V, No. 2, and 
from which our quotation was taken, gave to us the 
impression that you were of the opinion that the mem- 
bers of the present California State Board of Health 
were parties to tearing down and disrupting the Health 
Department of their State. The members of that 
Board did not agree with you, and they regret that 
you thought it necessary to single out California for 
special mention in order to lay a foundation for your 
other comments. If you received a copy of the New 
Mexico Health Officer about the same date (July 20), 
at which time a copy was given to the California State 
Board, and had promptly written to the California 
Board calling attention to the error, the editorial in 
the August issue of CALIFORNIA AND WESTERN MEDICINE 
would not have been written. 


Inasmuch as you hold a professorship in hygiene, 
I take it that you are familiar with the California laws 
which provide that the public health policies of the 
State shall be under the control of the Board as a 
whole; the secretary-director, who is the salaried ex- 
ecutive, or administrative officer, being the individual 
who is responsible for putting the Board’s orders into 
SE. iss 


Concerning security of tenure of office for execu- 
tive public health officers who perform satisfactory 
service, and budgets adequate to cover the public 
health requirements of the commonwealth, we are in 
agreement with you. Sometimes, however, executive 
officials do not always give satisfactory service; and 
not infrequently a commonwealth is unable, through 
lack of funds, to provide an adequate budget. No abso- 
lute rule can, therefore, be made to cover all cases, 
and on that account laws should not be too rigid. . . . 


Cordially yours, 
Georce H. Kress, M. D. 


CALIFORNIA AND WESTERN MEDICINE 
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Concerning recreation courses for patients, Uni- 
versity of California Extension Division. 


UNIVveRsITY OF CALIFORNIA 
Extension Division 
Berkeley 
August 14, 1935. 

To the Editor:—Mr. Guy P. Jones of the Depart- 
ment of Public Health has suggested to me that you 
might possibly use a short note drawing attention to 
the University Extension Division’s so-called “rec- 
reational” courses. It has recently come to our atten- 
tion that a number of members of the medical pro- 
fession have recommended such courses to patients 
from time to time. 

Thanking you for any coéperation you might render, 
I am 

Very sincerely yours, 
Watter S. FREDERICK, 
Publications Editor. 

Announcement follows: 

University of California Recreation Courses.—Plans 
have been completed by the University of California Ex- 
tension Division for the opening of more than 400 courses 
of instruction, open to anyone interested, during the fall 
months, according to an announcement received from 
Professor Leon J. Richardson, director. 

“Men and women of all ages who seek some form of 
education but who are unable to attend the University 
of California will be able to secure training through the 
inauguration of this broad educational program through- 
out the state,’’ says Professor Richardson. 

Bulletins announcing the new courses are available to 
those who want detailed information and may be had by 
communication with the University Extension Division, 
Berkeley, California. Among the new “recreational” 
courses to be offered this fall are included “Six Trips 
Afield’’ and “Painting and Drawing for Recreation.” 

Other courses offered include studies in the field of 
anthropology, astronomy, biology, botany, history, politi- 
cal science, economics, and English, it is announced. 


Concerning Assembly Bill 1765—An example of a 
“chartered university” by the State of California! 


William R. Molony, M. D., 

Chairman, College Investigating Committee, 
Board of Medical Examiners, 

1930 Wilshire Boulevard, 

Los Angeles, California. 


Dear Doctor Molony:—The enclosed copy of a 
letter in reference to a naturopathic diploma issued by 
the California University of Liberal Physicians is self- 
explanatory. 

The 1921 minutes of the Board of Medical Ex- 
aminers, page 2112, report of the College Investigating 
Committee, show the following entry: California Uni- 
versity of Liberal Physicians, Los Angeles, “in- 
a 

Very truly yours, 
C. B. Pinxuam, M.D., 


Secretary-Treasurer. 
7 7 7 


Frank W. Taylor, 
437 South Western Avenue, 
Los Angeles, California. 


Dear Sir:—We greatly appreciate your kindness in 
forwarding us a diploma issued to you April 18, 1935, 
by the “California University of Liberal Physicians, 
chartered 1914 by the State of California... ,” which 
a grants you the degree “Doctor of Naturopa- 
thy.” 

Our records show that the California University of 
Liberal Physicians (Corporation No. 76965) was in- 
corporated May 18, 1914. Among its purposes is 
stated, “To establish and conduct a college of learn- 
ing for the purpose of teaching the art of healing and 
other sciences. . . . To prescribe courses of study and 
to issue certificates conferring degrees of proficiency 
and literary honors. ... To establish and conduct a 
training school for nurses and masseurs. ... To do 
anything and everything necessary to properly conduct 
a college of learning according to the provisions of 
Sections 649, 650, and 651 of the Civil Code of the 
State of California. ...” The principal place of busi- 
ness is Los Angeles, and the trustees and incorpo- 
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rators are as follows: John J. Abramson, Harrison 
Albright, Herbert E. Bartlett, Elmer A. Clarke, 
George H. S. Dryden, August Greth, Henry Gross, 
E. F. Hahn, Carl Schultz, Ellen Schultz, Frank L. 
Willson. 

It was organized not for profit, and has no capital 
stock. 

We note the following names are signed to the di- 
ploma issued you April 18, 1935, by the California 
University of Liberal Physicians: Curtis Hollinger, 
D.C., M.C., N.D., president; George N. Bartlett, 
N. D., Ph. C., D. C., vice-president; Julia Crozier Hol- 
linger, D.C., N.D., secretary; H. E. Jones, Ph. D., 
S. D.; Wolf Adler, D. C., Ph. C.; David M. McKibbin, 
A. M., N. D. 

It is evident that the original incorporators have 
sold the charter of this institution to other interests. 

Yours is the first diploma we have seen issued in 
the name of this institution, and would appreciate your 
advising us how many diplomas are outstanding. 

We would also appreciate your advising us where 
the institution was located on the date appearing on 
your diploma, how long a course of study you pur- 
sued, and other facts that may aid us in determining 
whether graduates of this school should be admitted 
to the drugless practitioner examination. 

We have received no request from the California 
University of Liberal Physicians for investigation by 
our College Investigating Committee to determine its 
eligibility for approval under the Medical Practice Act. 

Under separate cover, we are returning your original 
diploma, a photograph having been kept for our files. 


Very truly yours, 
C. B. Pinxnam, M. D., 


Secretary-Treasurer. 


v Y v 
Albert Carter, 
Special Agent, Board of Medical Examiners, 
906 State Building, 
217 West First Street, 
Los Angeles, California. 


Dear Mr. Carter:—The California University of Lib- 
eral Physicians naturopathic diploma issued to Frank 
William Taylor, April 18, 1935, shows the signature 
of David M. McKibbin, A. M., N.D., and we are 
wondering if this is the same David McKibbin who 
was investigated by us in 1933, he then residing at 
6452 Regent Street, Oakland, and who claimed to be a 
graduate of Trinity Medical College, Toronto, Canada, 
in 1900, although the authorities of that school could 
not find anyone by that name on their records. 

Would appreciate a report. 


Very truly yours, 
C. B. Pinxnam, M. D., 


Secretary-Treasurer. 


Concerning proposed federal public health survey. 


City anp County oF SAN FRANCISCO 
Department of Public Health 


August 12, 1935. 
To the Editor:—The enclosed copy of a letter ad- 
dressed to Dr. J. D. Dunshee is being forwarded to 
you at the direction of the Director of Public Health. 
On authority from the Director of Public Health. 
Sincerely, 


Jacques P. Gray, M.D., 
Assistant Director of Public Health. 


7 7 7 


City anp County oF SAN FRANCIsco 
Department of Public Health 


August 12, 1935. 
J. D. Dunshee, M. D., 
Director of Public Health, 
State of California, 

703 State Building, 

Los Angeles, California. 


Dear Doctor Dunshee:—I have your letter of Au- 
gust 9, 1935, with which you sent to me a copy of 


MISCELLANY 


247 


the Surgeon-General’s letter to you, dated July 31, 
1935, and a memorandum outlining the Health In- 
ventory Project No. 101, National Emergency Council 
No. 2042. 

I wish to point out that in San Francisco a number 
of surveys have been made by the Federal Govern- 
ment in which the Department of Public Health has 
cooperated to its fullest extent. Some of these have 
not yet been completed. From our connection thus 
far, I am inclined toward the policy of not partici- 
pating or sponsoring any new projects such as that 
outlined by the Surgeon-General. Furthermore, it 
would seem that the survey made by the State of 
California, recently completed but not yet published 
and relating to the legislation on health insurance, was 
so complete that additional surveys should not be 
necessary. Perhaps, however, the data desired in the 
study outlined by the Surgeon-General would not be 
comparable to those already obtained in the survey 
conducted by the committee appointed by His Excel- 
lency, Governor Frank F. Merriam. 

Additional surveys, at least in San Francisco, I be- 
lieve would not be desirable at this time. However, I 
am seeking further advice on this subject from the 
San Francisco County Medical Society, and your 
letter and the Surgeon-General’s memorandum will 
be brought to the attention of that society this eve- 
ning. I will be glad to inform you of the attitude of 
that group toward the proposed survey. 

Sincerely, 
J. C. Geicer, M. D., 
Director. 


Concerning letters of appreciation from Lane and 
Los Angeles County Medical Libraries for gifts from 
the California Medical Association. 


Los Angeles, August 6, 1935. 
Dear Doctor Warnshuis: 

We acknowledge with most grateful thanks the most 
generous gift of the California Medical Association 
of $1,169.25, received August 5, 1935. 

This I am sure will be used to the greatest ad- 
vantage to the library and the physicians of the State. 

Enclosed please find receipt for the amount. 

Yours very sincerely, 
Mary E. Iris, 
Librarian. 


Library, Los Angeles County 
Medical Association. 


7 Y # 


San Francisco, August 2, 1935. 
My dear Doctor Warnshuis: 

Just now your check for $1,169.25 came, the gener- 
ous contribution of the California Medical Association 
to the Lane Medical Library, and I would like to 
extend to you our most sincere thanks. We truly ap- 
preciate your kindness. 

I have sent the check to Mr. Nathan van Patten, 
the director of libraries of Stanford University. 

With again our best thanks, 

Sincerely yours, 
LouisE Opnuts, 


Medical Librarian. 
7 7 7 


Stanford University, 
August 2, 1935. 
Dear Doctor Warnshuis: 

It gives me much pleasure to make grateful ac- 
knowledgment, on behalf of the University, of the 
recent additional gift of $1,169.25 from the California 
Medical Association to the Lane Medical Library. 
I need not say how greatly we appreciate the Associ- 
ation’s fine support of this library, which is of such 
importance to the medical profession on the Pacific 
Coast. 

Faithfully yours, | 
Ray Lyman WILBuR, 
President. 




























































































TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VIII, No. 9, September, 1910 


From Some Editorial Notes: 


Medical Illumination—Dishonesty and incompetence 
thrive only in the dark of general ignorance; the light 
of publicity wilts these noxious weeds. Medical schools 
are getting publicity a-plenty in these days, and the 
month of June was rather an unfortunate one for a 
number of them. From two distinct sources came pub- 
licity in large quantities. The Council on Medical Edu- 
cation of the American Medical Association published 
its long-promised report indicating the relative stand- 
ing of schools, and pointing out directly those that 
should have no recognition without complete reorgani- 
zation. The report of the Carnegie Foundation on 
Medical Education, made after a most careful exami- 
nation of every medical school in the United States 
and Canada by Abraham Flexner, was also issued in 
June, and is a monumental work so full of truths, and 
so pregnant with food for thought, that it will be 
eagerly read and its facts earnestly considered by all 
who are interested in medical teaching or medical 
progress. ... 

v 7 r 


Florence Nightingale—Florence Nightingale is dead 
at the age of ninety; fifteen years of suffering, during 
which time she has hardly left her bed, ended a remark- 
able career. ... 

It is difficult in this day to form a conception of the 
conditions which confronted her, and which, in her 
brief campaign, she did so much to remedy. . 


vf? 7 


Status of Osteopathy—So far as we are aware, no 
accepted definition of “osteopathy” is as yet a matter 
of record. . . . Elsewhere in this issue of the Journal, 
will be found some petitions relative to an application 
from certain osteopaths to be admitted to the Los 
Angeles County Hospital. This opens up a very broad 
question, . . 

oe # v 


Professor Ehrlich’s New Remedy for Syphilis —Within 
a brief period astounding progress has been achieved 
in the knowledge of syphilis: the discovery of the 
Spirocheta pallida as the etiologic agent was soon 
followed by the Wassermann test as a means of diag- 
nosis, and now a great therapeutic triumph has been 
announced from Germany... . 

For some years past Ehrlich has been assiduously 
devoting himself to a systematic search for chemical 
substances which would cure infectious diseases. . . 

We understand that dioxydiamidoarsenobenzol is a 
powder, and that it is very difficult to prepare a practi- 
cable sterile solution. . . . The efficacious dose in ani- 
mals is said to be but a small fraction of the lethal 
dose, and by bolder use on human subjects, Ehrlich’s 
ideal of a “sterilisatio magna” of a syphilitic body may 
yet be realized. 





Remarks of Oscar C. Mueller, Chairman of Committee 
on Amendment of Laws of the Los Angeles Bar Associ- 
ation, on “Medical Expert Testimony.’ — The present 
status of expert testimony is unquestionably a disgrace 
to both the legal and medical professions, and the 
earnest endeavors of Doctor Lobingier to free these 
professions from this stigma and have California 
pioneer remedial legislation, is indeed laudable. . 





* This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 


(Continued in front advertising section, page 30) 
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BOARD OFMEDICALEXAMINERS 
OF THE STATE OF CALIFORNIA* 


By Cuartes B. Pinxnam, M. D. 
Secretary-Treasurer 





News 


Among the bills passed by the last legislature and 
signed by Governor Merriam were Senate Bills 155 
and 820 and Assembly Bill 1765. 


Senate Bill 155 (Chapter 670, Statutes 1935) amends 
Section 10 of the Medical Practice Act, requiring that 
graduates of foreign medical schools, in addition to 
fulfilling the educational requirements under Section 10 
of the Medical Practice Act, must present evidence 
satisfactory to the Board that the applicant is licensed 
to practice medicine in the country in which is located 
the medical school which issued him his diploma. He 
must also show that he has completed a one-year 
interneship in an approved hospital located in the 
United States or completed a senior year in an ap- 
proved medical school in the United States. 


Senate Bill 820 (Chapter 672, Statutes 1935) amends 
Section 2 of the Medical Practice Act, restoring the 
annual registration fee for licentiates under jurisdic- 
tion of the Board of Medical Examiners to $2. It in- 
creases the annual registration fee for licentiates under 
jurisdiction of the Board of Osteopathic Examiners 
to $5. It also amends Section 13 (reciprocity) permit- 
ting the applicant thereunder to show two years of 
legal practice in lieu of one year residence, now re- 
quired in the State, used as the basis of reciprocity 
application. 


Assembly Bill 1765 (Chapter 666, Statutes 1935) 
amends the Civil Code relating to incorporation of 
teaching institutions and prohibits the incorporation 
of any college, etc., proposing to issue transcripts, di- 
plomas or degrees, unless the contemplated corpo- 
ration fulfills the legal requirements as to financial 
responsibility and teaching personnel. This bill will 
prohibit further incorporation of fly-by-night colleges, 
but unfortunately will not control the host of present 
incorporated so-called schools or colleges. These 
corporations are being revived and purchased by those 
interested in conducting professional schools, their 
articles and purposes changed, and thereby will be 
evaded the provisions of Assembly Bill 1765. How to 
control the fly-by-night diploma and degree-conferring 
corporations is still a problem. 


All bills will be effective at midnight September 14. 





“In an opinion given to State Controller, Ray L. 
Riley, Attorney-General U. S. Webb ruled today the 
State Chiropractic Board had the right to employ in- 
spectors. Webb declared the Board is charged with 
the duty of making investigations of applications and i is 
given the power to revoke licenses. ‘It is my opinion,’ 
said Webb, that employment of investigators is 
necessary for ‘the proper functioning of the Board, 
and, assuming that the number and compensation of 
such investigators are reasonable, it is my view that 
the Board has authority for such employment.’ Riley 
received a letter from Dr. P. Purviance, protesting 
against the use of the Board’s funds for the payment 
of salaries or expenses of investigators, contending 
the Chiropractic Act does not specifically give the 
Board the right to employ them.” (Sacramento Bee, 
August 5, 1935.) 





“Coincident with the discovery that he was arrested 
here in 1933 for unlicensed practice in connection with 
burning a woman’s back with ‘salve, Dr. Ralph S. 
Willard, Hollywood’s frozen-monkey chemist, was re- 


* The office addresses of the California State Board of 
Medical Examiners are printed in the roster on adver- 
tising page 6. 
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